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PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 


seizures can be adequately controlled by the use of anticonvulsant medication.” 


REQUISITE FOR THERAPY: 
THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


S Tol Clinical need 


pip! piiys (1) Carter, $. M.: M. Clin. North America: 315 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L. S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr, in Conn. I. E: Current Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. ‘T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet. J.. & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


OILANTIN kapseats* 


“)+»DILANTIN Sodium is the most useful nonsed- 
ative anticonvulsant.”2 

“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutarv effects of the drug on personality, mem- 
ory, mood, cooperativeness, emotional stability, 
amenability to discipline . .. are also observed, 
sometimes independently of seizure control.”$ 
The drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN xapseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs. 4 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


VIILONTIN kapseats - 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one 
investigator reports: “Results confirm our previ- 
ously published data on a smaller number of cases 
and show that MILONTIN is an effective agent for 
the treatment of petit mal epilepsy .. . relatively 
free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 
per 4 cc., 16-ounce bottles. 


CELONTIN: kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than half their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 
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DEXAMETHASONE 


treats 


Of 45: a 5 arthritic patie nts 
were refractory 
other cortico steroids* 


22 were successfully 
~~ treated with Decadron” 


i 1. Boland, E. W., and Headley, N. E.: Paper read before the 
| Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. ‘Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone ‘and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 
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"more patients more effectively... 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. . assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. additive antirheumatic 


action of corticosteroid 
plus salicylate?"* brings 
rapid pain relief; aids 

restoration of function. 


. .. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


‘more manageable 
corticosteroid dosage 


. - much less likelihood 


of treatment-interrupting 
side effects'® 


... simple, flexible 


dosage schedule 
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Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 

Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because SiGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


in any case 
@ it calls for 


tablets 


Composition 

MeTICORTEN® (prednisone) 0.75 meg. 
Acetyisalicylic acid 325 mg. 
Aluminum hydroxide 75 mg. 
Ascorbic acid 20 mg. 


Packaging: Sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T.. D., et al: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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TRICHOMONAS 
MONILIA 


BACTERIA 


welcome clinical advance... 


effective medication 


in an appealing form 


Soft and pliant as a tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL -The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE -The short course of treatment with 
Milibis—only 10 suppositories in most cases—-together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


| Vaginal Suppositories 


Now supplied with LABORATORIES 
plastic applicator New York 18, N.Y. 
« SANITARY 
SUPPLIED: BOXES OF 10 + INSURES CORRECT *97 per cent effective in a study of 564 cases; 
with epbli 4 SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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ADVERTISEMENTS 


Improvement is marked in virtually 9 out of 10 ver- 
tiginous patients on antivert.' Combines the two 
most effective therapies for equilibrium disorders. 
Each antivert tablet contains: 
Meclizine (12.5 mg.)—the most effective anti- 
histaminic to control vestibular dysfunction.? 
Nicotinic acid (50 mg.)—the drug of choice for 
prompt vasodilation.'? 
Prescribe antivert for relief of Meniere’s syn- 
drome, arteriosclerotic vertigo, labyrinthitis, and 
streptomycin toxicity. Also effective in recurrent 
headache, including migraine. 


Dosage: One tablet before each meal. 


Supplied: In bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
2. Charles, C. M.: Geriatrics 2:110 (March) 1956. 3. Shuster, B. H.: 
M. Clin. North America 40:1787 (Nov.) 1956. 4. Dolowitz, D. A.: Rocky 
Mountain M. J. 55:53 (Oct.) 1958. 
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the mood brightener 


Lifts the 
burden of 
depression... 
opens the way 
for a sunnier 
outlook 


New areas of therapy 


NIAMID is clinically effective in a broad range of 
depressive states, including: involutional melan- 
cholia, senile depression, postpartum depression, 
reactive depression, the depressive stage of manic- 
depressive disease, and schizophrenic depressive 
reaction, 


A wide variety of psychoneurotic depressions seen 
in general practice also respond effectively to 
NIAMID. Depression associated with the menopause 
and with postoperative states, and depression ac- 
companying chronic or incurable diseases such as 
gastrointestinal and cardiovascular disorders, ar- 
thritis, and inoperable cancer, can now be treated 
successfully with NIAMID. 


NIAMID is also strikingly effective for many com- 
plaints, mild or severe, vague or well defined, when 
due to masked depression rather than to organic 
disease. This masked depression may take the form 
of guilt feelings, crying spells or sadness, difficulty 
in concentration, loss of energy or drive, insomnia, 
emotional fatigue, feelings of hopelessness or help- 
lessness, loss of interest in normal activity, listless- 
ness, apprehension or agitation, and loss of appetite 
and ‘weight. 


While tranquilizers have had some measure of 
effectiveness in many of these areas, NIAMID now 
gives the practicing physician a new, safe drug for 
the specific treatment of depression without the 
risk of increasing the depressive symptoms, 


New safety 


The outstanding safety of NIAMID in extensive 
clinical trials eliminates the hepatotoxic reactions 
observed with the first of the monoamine oxidase 
inhibitors. These reactions have not been seen with 
NIAMID. 


Acute and chronic toxicity studies show this dis- 
tinctive freedom from toxicity. Moreover, during 
the extensive clinical trials of NIAMID by a large 
number of investigators, not only has no liver dam- 
age been reported, but only in a very few isolated 
instances have hypotensive effects been seen. 


The absence of toxicity may be the result of the 
unique carboxamide group in the NIAMID molecule. 
This structure may explain why NIAMID is excreted 
largely unchanged in the urine, with only insignifi- 
cant quantities of potentially free hydrazine being 
formed. Previously, where a monoamine oxidase 
inhibitor had been associated with hepatic toxicity, 
there was some evidence that substantial quantities 
of free hydrazine were formed in the body. 


Background of NIAMID 


A major advance in the treatment of mental de- 
pression came with a newer understanding of the 
influence of brain serotonin and norepinephrine on 
the mood. Levels of both these neuro-hormones are 
decreased in animals under experimental condi- 
tions analogous to depression; relief of these model 
depressions is seen with a rise in the levels of both 
serotonin and norepinephrine. 


A second advance came with the development of 
monoamine oxidase inhibitors, substances which 
‘raise the cerebral level of both serotonin and nor- 
epinephrine. The first of the amine oxidase inhibi- 
tors raised the cerebral level of serotonin, but did 
not appear to raise that of norepinephrine levels 
proportionately. 


Science for the world’s well-being ™ 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. ¥. 
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Attention at Pfizer Research was then directed to 
a new drug that would overcome this disadvantage. 
NIAMID significantly raises the cerebral level of 
both serotonin and norepinephrine under experi- 
mental conditions. 


The dramatic discovery of NIAMID now makes 
available an extremely effective, safe antidepres- 
sant for the successful treatment of a full range 
of depressive states. 


Precautions 


Side effects are most often minor and mild mani- 
festations of central nervous system stimulation, 
modifiable by reduction in dosage; these may take 
the form of restlessness, insomnia, headache, weak- 
ness, vertigo, dry mouth, and perspiration. Care 
should be taken when NIAMID is used with chloro- 
thiazide compounds, since hypotensive effects have 
been noted in some patients receiving combined 
therapy—even though hypotension has rarely been 
noted with NIAMID alone. There has been no evi- 
dence of liver damage in patients on NIAMID; how- 
ever, in patients who have any history of liver 
disease, the possibility of hepatic reactions should 
be kept in mind. 


Dosage and Administration 


Start with 75 mg. daily in single or divided doses. 
After a week or more, revise the daily dosage up- 
ward or downward, depending upon the response 
and tolerance,in steps of one or one-half 25 mg. 
tablet. Once satisfactory response has been attained, 
the dosage of NIAMID may be reduced gradually to 
the maintenance level. 


The therapeutic action of NIAMID is gradual, not 
immediate. Many patients respond within a few 
days, others satisfactorily in 7 to 14 days. Some 
patients, particularly chronically depressed or re- 
gressed psychotics, may need substantially higher 
dosages (as much as 200 mg. daily has been used) 
and prolonged administration before responses are 
achieved, 


Supply 


NIAMID is available in: 25 mg., pink, scored tablets 
in bottles of 100; and 100 mg., orange, scored tablets 
in bottles of 100. 


References 


Complete bibliography and Professional Informa- 
tion Booklet are available on request. 
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Jon the eyes 


4 - DROPS 


Sterile buffered solution 


for minor eye irritations 


decongestant astringent antiseptic 


decongestant 
contains: § Zinc sulfate (0.06%) —mild astringent and antiseptic 
Boric acid (2.2%) —standard ophthalmic 
bacteriostatic and mild antiseptic 
Zephiran® chloride (1:7500) —well tolerated, efficient 


antiseptic and preservative 
New York 18, 


HCI (0.08%) — 
Neo-Synephrine® (0.08%) — gentle, long acting 


OpH, Neo-Synephrine (brand of phenylephrine) and 
Zephiran (brand of benzalkonium, as chloride, refined), 
trademarks reg. U.S. Pat. Off. 

rop, trademark. 
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i In exclusive Mono-Drop* bottles that 
doe eliminate dropper contamination and 
simplify instillation. 15 cc. 
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ADVERTISEMENTS 


Patient M.S., 81, at the time of 
the first visit was in severe pain 
and very uncomfortable. Complained 
of swelling of wrists, legs and var- 
ious joints; pain and stiffness in 
cervical area and lower spine; pain, 
swelling and limited motion in the 
fingers; slight ulnar deviation of 
the hand. M.S. demonstrates posi- 
tion necessary to put on his hat 
(motion was so restricted that he 
could not comb his hair). 


(dexamethasone CIBA) 


epotent, effective corticosteroid 
e profound anti-inflammatory activity 
e minimal side effects 


From the files of a practicing 
physician. Photographs used with 
permission of the patient. 


SUPPLIED: GAMMACORTEN Tablets, 
0.75 mg. (pink, scored). 


2/2723MK SUMMIT, N. J. 


Treatment and Result: After 36 hours 
of GAMMACORTEN therapy, M.S. had 
"complete relief." Joint swelling 
had decreased, pain was almost ab— 
sent, range of motion had increased 
dramatically. At the end of the 
first week of GAMMACORTEN he was 
free of discomfort and able to 
return to his jobas a porter. M.S. 
could put on his hat normally, 
could comb hair; joint function 
near-normal after first week. 
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COVER THE 
SUMMER FRONT... 
WITH THREE 
HIGHLY EFFECTIVE 
CORTICOSTEROID 
TOPICALS 


Hit | 


/ 


INFLAMMATORY AND ALLERGIC SKIN CONDITIONS 


Triamcinolone Acetonide 0.1% 
TUBES OF 5 GM. AND 15 GM. 


Aristocort 


Triamcinolone Acetonide 0.1% 
TUBES OF 5 GM. AND 15 GM. 


INFLAMMATORY, ALLERGIC, INFECTIVE EYE AND EAR CONDITIONS 


Neomycin Triameinolone Acetonide 0.1% OINTMENT 


Each...sparingly applied...offers the unique efficacy of ARISTOCORT 
in topical situations... with 10-fold the potency of hydrocortisone topi- 
cally yet without the hazards associated with systemic absorption 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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in medical 
management 

and postoperative 
care of biliary 
disorders... 


‘HOW PREVALENT. 
ARE MULTIPLE 
|GALLBLADDER 


“effective” hydrocholeresis ... 


DECHOLIN 


(dehydrocholic acid, AMES) 


..dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water — 


9 
ANOMALIES . _ content and low viscosity. This drug 
One hundred and twenty-two cases___ is therefore a good ‘flusher,’ and is 
ia of vesica fellea divisa (bilobed gall- F effectively used in treating both the 
_ | bladder) and vesica fellea duplex chronic unoperated patient and the 
_ (double gallbladder with 2 cystic | patient who has a T-tube drainage 
" _ ducts) are reported in the literature. of an infected common bile duct.”! 
_ A unique case of vesica fellea tri- 
s _ plex has recently been described. 


free-flowing bile 
ml plus reliable spasmolysis 


Source: Skilboe, B.: Am. J. Clin. Path. i. 
30:252, 1958. be DECHOLIN 
WITH 


__ “.., DECHOLIN/ Belladonna in a dos- | 
__. age of one tablet t.i.d. for a period | 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 

facilitating elimination.”” 


ae (1) Beckman, H.: Drugs: 

os : i Their Nature, Action and Use, AM ES 
Philadelphia, W. B. Saunders * COMPANY, INC 
1958, p. 425. 


(2) Biliary Tract Diseases, 
M. Times 85:1081, 1957. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. : bottles 
behavior disorders tabl over 6 years, two tablets t.i.d. yrup, int 
: rentera u “4 cc. 
pate youre, tia. $ multiple-dose vials. 
e 
For, adult tension 25 m one tablet q.i.d. : gg 
and anxi S. 2. Freedman, A. M. 
Syru one tbsp. q.i.d. : Pediat Clin. North. America” 
P q ° 5:573 (Aug.) 1958. 3. Ayd, F. Jey 
For severe emotional 100 mg. one tablet t.i.d. thay 15) 
56.1684 (May 15) 
For adult psychiatric Parenteral | 25-50m cc.) 5. Coirault, M., et al.: 
and emotional Solution cularly, times daily, at ° mee Ou2890 (Des. 26) 1968. 
i not * Pediatrics, Copenha 
established. 3 Denmark, July 22-27" 1956. 
® 
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Dimetane works in 

all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 
side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mg.), 

Elixir (2 mg./5 cc.). 
Parenteral: Dimetane-fen 
injectable (10 mg./cc.) 
or Dimetane -100 
injectable (100 mg./cc.). 
A. H. Robins Go., Inc., 
Richmond 20, Virginia 

of Merit Since 1878. 
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NeYVOUS 
patent 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wd WALLACE LABORATORIES / New Brunswick, N. J. 


cmM-9470 


‘ 
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| 
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A survey of 1000 women revealed that psychic and psychosomatic factors 

are responsible for most symptoms of premenstrual tension. 

In a one-year placebo-controlled study,’ Miltown 

a relieved both emotional and physical symptoms in 78% of 42 patients. 

w was found “‘an [excellent] drug for repeated use, as in premenstrual 
tension.” 

Miltown causes no adverse effects on circulatory system, G.I. tract, 

respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate lt ® 
(Miltown) in premenstrual tension. OW 
J.A.M.A. 164:638, June 8, 1957. 

meprobamate (Wallace) 


® 
WALLACE LABORATORIES, New Brunswick, N. J. 
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ADVERTISEMENTS 


Pertinent information for doctors about 


KENT’S SUPER-POROUS 
MICROPORE PAPER 


With the intensive publicity being given 
to porous cigarette paper in recent weeks, 
Kent believes that doctors would be in- 
terested in knowing the scientific facts 
about the paper used in today’s Kent 
cigarettes. 


Kent’s exclusive super- 
porous Micropore paper 
lets cool air in, lets heat 
escape through micro- 
scopic pores in the paper. 
The increased oxygen in 
the tobacco cylinder 
brings about more com- 
plete combustion of the 
tobaccos. As a result, 
Kent smokers have been 


than to any other cigarette in America. 


Kent smokers also enjoy a free and 
easy draw, which brings through the rich 
taste of Kent’s costly blend of 100% 
natural tobaccos. In addition, Kent’s ex- 
clusive Micronite Filter has made a sig- 
nificant contribution in 
thearea of filtration: Kent 
has reduced tars and nico- 
tine to the lowest level 
among all leading brands. 


The American smoking 
public was quick to re- 
spond to Kent. They dis- 
covered—it makes good 
sense to smoke Kent, and 
good smoking, too. 


getting a cooler, cleaner, 
fresher taste in smoking. 


When the advantages 
of Kent’s Micropore paper 
are coupled to Kent’s 
other superiorities, it is 
easy to understand why 
more people, during the 
past year,changed to Kent 


KE NT 


CIGARETTES 


NEW 
PUTER 
RON! 


If you would like for your 
own use the booklet, ‘‘The 
Story of Kent,”’ write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 


New York 17, N.Y. 


Micropore is * Trade Mark of 
P. Lorillard Co, 
© 1959, P: Lorillard Co. 


For the flavor you like KENT FILTERS BEST 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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ypertensive effect...fewer side effects 


RESERPINE. 


For complete information 

write Professional Services, 
Dept. H, Merck Sharp & Dohme, 
West Point, Pa. 
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HyoRODI URIL alone 


RESERPINE alone 


HYDROPRES 


much more effective 
than either of its 
components alone 


e Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 

e Since HyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 

@ HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 

e Arrest or reversal of organic changes of hypertension may occur. 

e Headache, dizziness, paipitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e@ With HYDROPRES, dietary salt may be liberalized. 


HYDROPRES-25 HYDROPRES- 50 


25 mg. HyDRODIURIL, 0.125 mg. reserpine, 50 mg. HYORODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient Is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES Is added. 


MQo) MERCK SHARP & DOHME, oiision oF MERCK & CO., INC., PHILADELPHIA 1, PA. 


ano ARE OF MERCK & CO., INC. 
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The Medical Department 
of The Purdue Frederick Company 
is proud to introduce to the medical profession 


ARTHROPAN 


the newest antiarthritic, 
anti-inflammatory analgesic— 
- without the disturbing 
side effects of steroids, 
- without the dangers 
of blood dyscrasias, 
- without the limitations and 
discomforts of 
usual salicylate therapy. 


ARTHROPAN Liquid...“born of a therapeutic need”... The need was for a better antiarthritic agent — 
an agent free of the therapeutic limitations and the discomforting or potentially dangerous side effects 
associated with usual therapies... Under development for several years, ARTHROPAN has been studied 
in several thousand patients by more than 180 investigators and is currently being evaluated in many 
different disorders... The rapid effectiveness, the comfortable and constant action, and the certain 
safety of new ARTHROPAN Liquid are established as clinical facts ... ARTHROPAN breaks through 


therapeutic barriers and offers the arthritic patient new vistas in successful therapy of arthritis. 


The Purdue Frederick Ce DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14,N.¥. | TORONTO 1, ONTARIO 


©Copyright 1959, The Purdue Frederick Company 


BRAND OF CHOLINE SALICYLATE, PATENT PENDING LIQI ID 
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A NEW USE 
FOR VESPRIN J 


FROM 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VES c 3 iN made the difference 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.* 

And Vesprin exhibits an improved therapeutic ratio— enhanced efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.'* 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 3G cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘vesprin® is » squibt trademark 
Vesprin—the tranquilizer that fills a need in every major area of medical practice 
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SQUIBB 
the Priceless Ingredient 


greater specificity 
tranquilizing action 
—divorced from such 
"diffu se” effects as 
‘anti-emetic action 


tranquilization) 
al such toxic effects as - jaundice - Parkinsonism - bloo crasia — 
"Thioridazine [MELLARIL] is as effective as the best available phenothiazine, but with appreciably 
€ J less toxic effects than those demonstrated with other phenothiazines. ... This drug appears to rep- 4 
2 a - resent a major addition to the safe and effective treatment of a wide range of psychological dis- . 
turbances seen in the clinics or by the general practitioner” 2 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects. 


The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 


side effects and greater specificity of psychotherapeutic action. 


This is shown clinically by: 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 

action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


Minimal suppression of vomiting 


SEaittle effect on blood pressure 
temperature regulation 


y Less “‘spill-over” action to other brain areas — 
hence. absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


g suppression of vomiting 


mpening of blood pressure 
pemperature regulation 4 Lack of impairment of patient’s normal drive and energy. 


5 Virtual freedom from such toxic effects as 
jaundice, photosensitivity, skin eruptions, 
blood forming disorders. 


phenothiazine -type 
tranquilizers 


USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


INDICATION 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE-—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 
holism, intractable pain, senility, etc. 

SEVERE —in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 

Hospitalized 100 mg. t.i.d. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS iN CHILDREN 10 mg. t.i.d. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg. (400,000 units), 
bottles of 25 and 100. Compocillin- 


VK Granules for Oral Solution come 


® in 40-cc. and 80-cc. bottles. When 
ai reconstituted, each 5-cc. teaspoonful 
represents 125 mg. (200,000 
units) of potassium penicillin V. ‘mmm 


Potassium Penicillin V @ FILMTAS — FILM-SEALED TABLETS, ABBOTT. U.S. PAT. NO. 2881085 


in tiny, easy-to-swallow Filmtabs* in tasty, cherry-flavored Oral Solution 
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Atopic dermatitis (female, aged 42) 


| Chronic bronchial asthma (male, 62) 


35 years..." 


“wy, 


--(female, 26) 


sense of well-being.” 


tral 
*Actual quotations f mn 
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Schering Department of Profes- 


Herpes Zoster (female, 55) 
"Results are outstandi 


sional Information. 


DEeRONIL — brand of dexametha- 


(4 days." (Dosage: one tab 
Rheumatoid arthritis (male, 63) 


"Full relief, resumption of work," (Dosage: one 
tablet t.i.d. to one tablet daily) 


"Itch completely gone -- dramatic relief!" 


"This patient, on his own and his wife's admission, © 
is better, has had more relief than he has had in - 


Urticaria (one week after tetanus antitoxin) 


irs Seemed te 
ows 


"After 4 tablets stat, required no further treatment. 


FROM DOCTORS WRITING ‘TO. SCHERING* 
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allergic 
worker 
working 


CO-PYRONIL ‘provides quick relief that lasts and lasts 


Just two or three Pulvules® Co-Pyronil daily will usually keep your hay-fever 
patients symptom-free and on the job all day long. Not just an antihistamine, 
Co-Pyronil is a triple combination that assures more complete relief from hay fever 
and other allergies. 


Each Pulvule contains: 

a vasoconstrictor, Clopane® Hydrochloride (12.5 mg.), to complement the action 
of two antihistamines by opening swollen nasal passages. 

a fast-acting antihistamine, Histadyl™ (25 mg.), to provide relief usually within 
fifteen to thirty minutes. 

a long-acting antihistamine, Pyronil® (15 mg.), to maintain relief for eight to 
twelve hours. 

Also supplied as suspension and pediatric Pulvules. 


Co-Pyronil™ (pyrrobutamine compound, Lilly) Histadyl™ (thenylpyramine, Lilly) 
Clopane® Hydrochloride (cyclopentamine hydrochloride, Lilly) Pyronil® (pyrrobutamine, Lilly) 


LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
958009 
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Atrial Septal Defects 


Scientific 
ARTICLES 


Direct Closure Utilizing Hypothermia 


C. FREDERICK KITTLE, M.D.; FRANK F. ALLBRITTEN, JR., M.D.; 
and CREIGHTON A. HARDIN, M.D., Kansas City 


Since the initial efforts of Murray in 1948 and 
Cohn in 1947, numerous and ingenious surgical 
techniques have been devised for closure of atrial 
septal defects.?: 7 Both these early methods consisted 
of externally placed sutures in an attempt to close the 
interatrial communication. Cohn suggested invagina- 
tion of the atrial wall into the defect, while Murray 
proposed a circumferential suture to narrow the sep- 
tum and its defect. Although these procedures are 
being used in some clinics, any consideration of the 
anatomic variation of atrial septal defects and the 
anomalous pulmonary veins occasionally associated 
with them makes direct visualization mandatory for 
a successful repair. 


Center utilizing hypothermia. This method was se- 
lected as the procedure of choice from January, 1955, 
through June, 1958. Twenty-three patients were op- 
erated on by this technique. Nineteen of these had 
an isolated ostium secundum with or without anom- 


TABLE I 
TYPES OF ATRIAL SEPTAL DEFECTS 


Isolated ostium secundum defect with or with- 


out anomalous pulmonary veins .......... 19 
Ostium secundum combined with ostium 

23 


We would like to report our experiences with the 
surgical repair of the ostium secundum type of atrial 
septal defect at the University of Kansas Medical 


From the Department of Surgery, University of Kansas 
Medical Center, Kansas City, Kansas. 
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The operative experience with 23 pa- 
tients having atrial septal defects and 
undergoing surgical repair utilizing hy- 
pothermia is discussed. 

Hypothermia has been demonstrated 
to be a useful method for repairing most 
types of atrial septal defects. Due to the 
limitations of preoperative diagnostic 
methods, anatomic variations may be 
encountered, or there may be associated 
defects requiring a longer period for 
correction than permitted by hypother- 
mia. 


alous pulmonary veins draining into the right atrium. 
Three patients had anomalous pulmonary veins en- 
tering the proximal superior vena cava in addition 
to a superiorly located atrial defect (sinus venosus 
defect) .8 One patient had both an ostium secundum 
and an ostium primum (Table I). For discussion 
these patients have been grouped according to their 
particular anatomic lesion since this is believed the 
best classification for preoperative diagnostic find- 
ings, operative indications and procedures, and post- 
operative results. 


| 
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TABLE If 
PREOPERATIVE CLINICAL FINDINGS OF OSTIUM SECUNDUM DEFECTS 
Pt. Age Sex Symptoms Physical Findings RV PA 9%SatFA SF/PF 
1. BC 10 F Asymptomatic Sys m LSB; P2! 40/0 36/14 90 0.56 
Dias m apex 
2,PS 4 F Fatigue Sys m LSB; P2! 22/0 10/4 95 0.56 
3. JK 9 F Dyspnea Sys m LSB; P2! 45/0 45/9 94 0.33 
Continuous m RSB 
4.DO 11 M __ Dyspnea Sys m LSB; P2! 50/0 23/12 93 0.28 
Dias m LSB 
5. SR 11 F Fatigue Sys m LSB; P2! 30/0 28/10 97 0.40 
6. SM 21 F Dyspnea, edema orthopnea Sys m LSB; P2! 30/0 — Normal” 0.34 
7. DM 18 F Asymptomatic Sys m LSB; P2! 26/5 22/0 100 0.30 
8. MC 39 F Fatigue Sys m LSB; P2! 45/0 33/12 91 0.21 
9. WD19 M Fatigue Sys m LSB; P2! 44/4 24/8 94 0.36 
Dias m apex 
10:3) 23 F Dyspnea and fatigue Sys m LSB; P2! 63/0 63/19 95 0.33 
Dias m LSB 
11. VM 13 M __ Dyspnea Sys m LSB; P2! 50/0 48/11 93 0.38 
12. PR 18 M Asymptomatic Sys m LSB; P2! 25/0 22/10 95 0.18 
Dias m apex 
13.SS 6 F Asymptomatic Sys m LSB 28/6 23/8 97 0.44 
14.DC 6 F Dyspnea and fatigue Sys m LSB; P2! 37/0 22/9 94 0.48 
15. JH 20 M __ Dyspnea and fatigue Sys m LSB; P2! 37/10 37/12 96 0.47 
Dias m apex 
16.CW 7 F Fatigue Sys m LSB; P2! 38/0 32/12 97 0.48 
Dias m apex 
7. RS. 37 F Congestive heart failure Sys m LSB; P2! 68/0 76/20 99 0.40 
Dias mn LSB 
18. JT 36 M __ Dyspnea and fatigue Sys m LSB; P2! 66/0 _ 96 0.40 
19. CK 14 M _— Asymptomatic Sys m LSB; P2! }150/0 32/11 98 0.44 


Table II lists the preoperative findings in the 19 
patients with ostium secundum with particular at- 
tention to their age, symptoms, physical findings, and 
pertinent catheterization data. in Table III the oper- 
ative data are given regarding this same group with 
the size of the defect, the lowest temperature reached 
during the operation (since these were done utilizing 
hypothermia), the total time of aortic occlusion, 
their postoperative course, and the results of post- 
operative catheterization when done. 

Table IV lists the preoperative findings in the 
patients with the sinus venosus type defect and the 
patient (number 23) with an ostium secundum and 
ostium primum. In Table V where the operative 
findings in these four patients are listed, the diagnosis 
of anomalous pulmonary vein drainage into the supe- 
rior vena cava or a sinus venosus type defect was 
diagnosed by catheterization findings preoperatively. 
The presence of an ostium primum accompanying 
the secundum defect in patient number 23 was not 
suspected, although a review of her data revealed 
certain electrocardiographic features which we be- 
lieve substantiate the preoperative diagnosis of ostium 
primum. 


Technique of Operation 

After being anesthetized the patients were cooled 
either by a blanket or by immersion in ice water to 
a temperature of approximately 80-90° F. Initially 


Figure 1. Sketch of heart: occluding vena caval tapes 
are in position, line of incision in right atrium is in- 
dicated. 


a. 
Azyeos 
. 


AUGUST, 1959 


a bilateral thoracotomy through the 4th interspace 
on the right and the 3rd and 4th interspace on the 
jieft was used, although more recently in several 
patients right unilateral thoracotomy only was em- 
ployed. The pericardium was opened and a U inci- 
sion was made anterior to the phrenic nerves after 
mobilization of the anterior mediastinal structures. 
Linen tapes were passed about the intrapericardial 
portions of the superior and inferior vena cavae. 
These were threaded loosely through plastic tubes. 
After inspection of the heart and great vessels, a 
purse string suture was placed about the tip of the 
atrial appendage and exploration of the atrium was 
done. At this time the size of the defect, its loca- 
tion, the presence of anomalous pulmonary veins 
into the right atrium, and other abnormalities could 
be ascertained. The openings of the coronary sinus, 
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the vena cavae, and the tricuspid valve were easily 
palpable. An accurate idea of the size and the extent 
of the defect could be obtained by this initial digital 
exploration. Several traction sutures were placed 
in a longitudinal line slightly anterior to the vena 
cavae (Figure 1). By these a portion of the atrial 
wall could be elevated and an atrial clamp applied 
prior to making the atriotomy. 

The vena cavae were then occluded by drawing the 
linen tapes snugly through the plastic tubes. The 
heart was allowed to beat for approximately 20 sec- 
onds to expel blood contained within it. An occlud- 
ing clamp was placed through the transverse peti- 
cardial sinus and applied to obstruct the aorta and 
pulmonary artery. The atrial clamp was removed 
and blood aspirated from the right atrium. Direct 
visualization of the interior of the right atrium 


TABLE III 
OPERATIVE FINDINGS AND POSTOPERATIVE COURSE OF OPERATED 
PATIENTS WITH OSTIUM SECUNDUM DEFECTS 
Aortic 
Lowest Occlusion Operative and Postoperative 
Pt. Date Size Temp. (F) Time Postoperative Courses Catheterization 
83° 3’ Uneventful Normal 6/57 
3, JK 1-56 1.5x3.0 84° ¥ = date 
4. DO 5556 2.52.5 84° 4 Uneventful Normal 6/56 
5. SR 8-562 x3. 83° Uneventful; pneumonia Normal 12/56 
3/57 
6. SM 2.5 x 2.5 82° 6 Uneventful Normal 5/57 
Fenestrated 
8. MC 3-57) 2x3 86° 4y 
Fenestrated 
9. WD 3-57 1.5x5 81° > Atrial tachycardia; Recurrence 
otherwise uneventful 
10. JJ 4-57, 1215 85° 5/ Uneventful Normal 7/57 
VM 2x3 82° 4 Uneventful Normal 12/57 
12. PR 6-57 3x4 Ventricular fibrillation, Normal 11/57 
Defibrillated 
Postop. course uneventful 
13.SS 657 2x3 84° .. 
14.DC 7-57 1.5x4.0 89° 4 Ventricular fibrillation, Normal 12/57 
Fenestrated Defibrillated 
Postop. course uneventful 
1S. 5x6 87° 7 Ventricular fibrillation, ............ 
Defibrillated 
2 mos. Postop. recur- 
ence, died 
Fenestrated 
17. KS 11-57 2.5x3 87° 4 Slight decompensation 
decompensation 
19: "6-58: 87° 6’ Unevenifar 
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Figure 2. The atrium is open revealing a small localized ostium secundum type of atrial septal defect and 
its closure (inset). Aorta and pulmonary artery have been cross-clamped. 


was then possible (Figure 2). The orifice of the 
coronary sinus and the openings of the vena cavae 
were noted. Under direct vision the atrial defect or 
defects were sutured with either continuous or inter- 
rupted non-absorbable material, depending upon the 
size and type of defect. If an opening of a pulmonary 
vein was noted in the posterior atrial wall, the ante- 
rior edge of the defect was sutured lateral to the vein 
opening. Before closure of the defect the left atrium 


was flushed with saline to remove air from the left 
side of the heart. Subsequently the right atrium was 
filled with saline and the atrial clamp reapplied 
(Figure 3). The vena caval tapes were released and 
a small amount of blood allowed to flow from the 
right atrium before complete closure of the atrial 
clamp. The clamp occluding the pulmonary artery 
and aorta was then released. 

The thoracotomy wound was closed in the usual 


TABLE IV 


PREOPERATIVE CLINICAL FINDINGS OF PATIENTS WITH SINUS VENOSUS 
AND COMBINED PRIMUM AND SECUNDUM OSTIUM DEFECTS 


Catheterization 
Pt. Age Sex Symptoms Physical Findings RV PA SAT FA SF/RF 
20. WC 4 M Dyspnea & fatigue Sys m LSB 40/0 40/15 93 0.18 
21. JM 14 M Asymptomatic Sys m LBS; P2! 38/0 25/6 92 0.40 
22.. TR 146 M Dyspnea & fatigue Sys m LSB; P2! 33/0 20/3 99 0.44 
23. MW* 22 F Dyspnea & fatigue Sys m LSB; P2! 30/0 25/5 100 0.26 
Dias m LSB 


*Combined primum and secundum defect 
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Figure 3. The atrium is being sutured after release 
of the aorta clamp and the caval tapes. 


fashion in anatomic layers with intrapleural drainage. 

In the three patients who presented an atrial septal 
defect and anomalous pulmonary veins entering the 
superior vena cava (sinus venosus defect), the prox- 
imal portion of the superior vena cava was converted 
into a divided cylinder by the placement of through- 
and-through sutures externally. This established a 
channel for the anomalous pulmonary vein to drain 
directly into the left atrium. These “channelizing 
sutures” were connected with sutures closing the de- 
fect internally. 


Discussion 


The clinical diagnosis of atrial septal defect is 
usually suspected from examination of the patient, 
the electrocardiogram, and fluoroscopy although it 
cannot be diagnosed definitely without cardiac cathe- 
terization. In our group of patients the majority of 
patients complained of exertional dyspnea, exertional 
fatigue, or they gave the history of frequent respira- 
tory tract infection in the months or years prior to 
operation. Six were essentially asymptomatic. In sev- 
eral a mild degree of exertional cyanosis was noted. 
The auscultatory findings were variable although the 
usual signs were a systolic murmur of varying inten- 
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sity along the left sternal border accompanied by an 
accentuated split second pulmonic sound and a pul- 
monic systolic thrill. In nine patients a diastolic mur- 
mur could be heard either in the aortic area along 
the left sternal border or at the apex, and in one 
(patient number 3) a continuous murmur was heard 
along the right sternal border. 

Electrocardiographic findings were remarkably con- 
stant. In all there was either right ventricular hyper- 
trophy or right axis deviation. An abnormal P wave 
was frequently present as manifested by increased 
width or height in the various limb leads. Several of 
the patients showed a first degree atrioventricular 
block and in several the P-R interval was prolonged. 
In some instances there was either an incomplete or 
complete bundle branch block. 

The radiologic findings were those of increased 
blood flow to the lungs shown by increased vascular 
markings particularly at the hilum. At fluoroscopy 
pulsation of the pulmonary arteries or the so-called 
“hilar dance” was noted. The catheterization findings 
as summarized in Tables II and IV revealed a varia- 
tion in right ventricular pressure from normal limits 
to moderate right ventricular hypertension (68/0). 
The pulmonary artery pressures similarly varied from 
normal to hypertensive ranges. In three patients there 
was a systolic gradient over 15 mm. of mercury be- 
tween the right ventricle and the pulmonary artery, 
suggesting pulmonic stenosis. This was not an ana- 
tomic obstruction, but rather a functional type of 
stenosis reflecting increased pulmonary blood flow 
(patients 4, 9, and 19). In none of the patients was 
there any appreciable peripheral desaturation in oxy- 
gen content of the femoral artery, this varying from 
90 to 100 per cent. The volume of blood estimated 
to flow through the atrial septal defect as compared 
to the systemic flow varied from a systemic flow/pul- 
monaiy flow ratio of 0.18 to 0.56. 

Particular attention is directed to several of the 
anatomic variations of this defect noted at the time 
of operation. In several instances the defect was a 
multiple one with either fenestration or separate 
adjacent openings. Any attempt at closure of these 


TABLE V * 


OPERATIVE FINDINGS. POSTOPERATIVE COURSE OF SINUS VENOSUS AND 
COMBINED PRIMUM AND SECUNDUM OSTIUM DEFECTS 


Aortic 
Lowest Occulsion 
Pt. Date Size (cms) Temp (F) Time Postoperative Course 
20. WC 1-14-55 15 79° 75 Uneventful. Bilat. SVC. RUL veins to RSVC 
21. JM 10-12-56 2.5 81° 6’ Died 8 hrs. postop. IVC channelized to LA 
22. TR 7-25-57 3 81° 4’ 30” Postop. atelectasis relieved by bronchoscopy 
23. MW* = 10-31-56 I-3.0 80° ¥ 30” Uneventful 
II-2 x 1.5 


*Combined primum and secundum defect 
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multiple defects by other than direct vision would 
result in an unsatisfactory repais. 

Utilizing hypothermia a time limit of approxi- 
mately 8-10 minutes at a temperature of 85° F. is 
within acceptable range for complete occlusion of the 
aorta. Within this period isolated and small defects 
of the ostium secundum type can be readily repaired. 
In three patients ventricular fibrillation occurred with 
release of the aortic clamp, but in each instance elec- 
trical defibrillation was accomplished without subse- 
quent difficulty. 


Patient’s Problems 


Special attention should be directed to several pa- 
tients and their problems. Patient number 21 (J.M.) 
tolerated the operative procedure, but in an attempt 
to repair his sinus venosus type defect, the inferior 
vena cava was unintentionally channelized into the 
left atrium. Postoperatively he became cyanotic, hypo- 
tensive, and gradually expired. The technical prob- 
lems posed by this defect are greater than the isolated 
type defect, requiring a longer period for successful 
correction. It is now our belief that if only one 
anomalous pulmonary vein enters the superior vena 
cava, no attempt should be made to correct this part 
of the anomaly. It has been the experience in several 
clinics that such an attempt to correct completely this 
situation frequently results in technical errors or 
thrombosis. In addition the amount of blood from 
one lobe of the lung is well tolerated by the right 
heart so that no operative correction other than the 
septal defect repair need be done. 

Patient number 15 (J.H.) remained in congestive 
heart failure for most of his postoperative period. 
Although this was an extremely large defect and the 
patient was in an advanced stage of disease, his 
death two months later was probably attributable 
to disruption of the defect closure. At the time of 
autopsy the defect was completely open. Such a large 
defect is best closed by means of a plastic (Ivalon) 
patch although the insertion of such a patch requires 
a longer period of time than is readily available using 
hypothermia. 

In one patient two separate defects were present. 
Although these were closed successfully using the 
technique of hypothermia, most surgeons are in agree- 
ment that an ostium primum type defect is best closed 
by insertion of a plastic patch with extracorporeal 
circulation. 

The application of hypothermia for repair of atrial 
anomalies, ranging from ostium primum through 
fenestrated openings to the sinus venosus type, illus- 
trates well its use in the correction of atrial septal 
defects. In unusual situations such as the presence of 
a previously undiagnosed ostium primum, an ex- 
tremely large atrial septal defect, or an atrial septal 
defect accompanied by other anomalies, more time 
is required than is allowable using hypothermia. In- 
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sertion of a plastic patch or the definitive repair of 
associated defects demands a longer period of time. 
Accordingly, more recently we have elected extra- 
corporeal circulation as the procedure of choice for 
the closure of atrial septal defects. 

Since June, 1958, through June, 1959, there have 
been 23 patients with atrial septal defects operated 
on using extracorporeal circulation without any mor- 
tality. These defects have been of the ostium primum 
(two patients), the ostium secundum (19 patients), 
and the sinus venosus (two patients) types. There 
has been neither morbidity nor mortality in these 
patients, and the necessary suturing may be done with 
deliberation without consideration of a ‘‘permissible 
time’”’ as is the instance with hypothermia. 


Indications for Operation 


Due to the relative safety of this operative pro- 
cedure and the almost certainty of the individual to 
manifest an increasing amount of cardiac difficulty 
with the progress of years, we believe that the diag- 
nosis of an atrial septal defect is indication for its 
operative repair. This is best accomplished in the 
young individual before secondary changes in the 
pulmonary vessels have occurred causing increased 
pulmonary resistance. 

The diagnosis of ostium secundum as differenti- 
ated from an ostium primum defect is best made by 
the electrocardiogram. In those individuals with an 
ostium secundum, there will be signs of right ventric- 
ular hypertrophy and right atrial enlargement. In the 
individuals that we have encountered with ostium 
primum, signs of left axis deviation have been pres- 
ent. The cardiac catheterization findings are sugges- 
tive, but not always definite in distinguishing between 
ostium secundum and ostium primum. 


University of Kansas Medical Center, Kansas City, Kansas 
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Frontiers in Prepayment 


JAMES E. STUART, Rochester, New York 


There is hearty and encouraging significance that 
the theme of this centennial celebration is ‘Medical 
Frontiers.’’ The significance lies in the fact that a 
century ago this state was itself a frontier, and the 
founders of this Society were pioneers carving civiliza- 
tion out of raw wilderness. Now, a hundred years 
later, their descendants are still looking for new 
frontiers to conquer. 

A good deal has happened in the last hundred 
years. All notions supplied by television westerns to 
the contrary, Kansas covered wagons are to be seen 
only in museums. And Kansas has become a good 
deal more than merely a vast prairie boiling with 
wheat and corn, a notion entertained by provincial 
easterners whose westward view is a bit obstructed 
by office buildings. 

The frontiers that challenge Kansans today are the 
same that challenge the nation. Today’s covered 
wagon is the cyclotron, the microscope, and the space 
rocket. Science is our frontier, and the pioneer who 
crosses that uncharted area is seeking not only new 
scientific gifts, but also new social and economic 
forms that will best organize the distribution and use 
of these gifts. 

There ate few who see this any more clearly than 
Kansans, especially as it refers to the field of health. 
Your own Dr. Franklin Murphy, Chancellor of your 
State University, has pointed out that medicine is a 
blend of physical, natural, and social sciences that 
has been profoundly affected by the social, economic, 
and scientific revolution through which this country 
has been passing in the past decade. For those ‘‘apos- 
tles of gloom and doom” who look upon this change 
with alarm, he offers this question: ‘Do these people 
really believe that the remarkable changes in indus- 
trial technology, transportation, communication, and 
health care, brought by the age of science, could 
leave our social, economic, and cultural institutions 
unaffected ?”’* 

The obligation to meet changing needs and social 
patterns has not been lost on Kansas Blue Cross and 
Blue Shield, whose Member Council Program has 
pioneered for the nation in giving the public a more 
direct voice in Plan affairs. New frontiers in health 


Mr. Stuart is Executive Vice President of the Blue Cross 
Association. He delivered this address before the Kansas 
State Medical Society’s Centennial General Session in May. 

* “Adapting to the Inevitability of Change” by Franklin 
D. Murphy, M.D., HOSPITALS, J.A.H.A., February 1, 
1956, page 36. 


The Future of Health Insurance 


prepayment are being explored by the Kansas Blue 
Cross-Blue Shield in the pilot experiment being con- 
ducted in Lyon County, where standard coverage is 
being extended at no extra cost for home care of the 
aged sick. The policy of Kansas Blue Cross in pro- 
viding continuous enrollment for non-group bene- 
fits shows an awareness and concern for the special 
problems in health care coverage that changing times 
have brought about, as they refer to the particular 
needs of Kansas and to the needs of the nation as 
a whole. 

There is, then, good reason to take encouragement 
from the fact that Kansans still retain their pioneer 
spirit. It is good that they do so, because the horizons 
in medicine and health prepayment are as long, as 
beckoning, and as rewarding for the adventurous as 
any frontiers ever were. 


Where Do We Go From Here? 


But, before moving on, it is always good to take 
a look backward. The question, “Where do we go 
from here?” has an echo which replies, “From where 
have we come?” 

The Encyclopedia Brittanica, in an article on hos- 
pitals written by a well-known authority of the time, 
defines hospitals as a place for the care of the sick, 
but concludes sourly and not without good reason 
that for most cases of illness and for the best hopes 
of recovery, the advantages of hospital care were 
open to question. For its time this view was medically 
sound. Hospitals then were charitable institutions 
which provided care, some pity, and a place to die 
for those “‘sick poor” who could not afford care in 
their own homes. 

Encyclopedias are storehouses of stubborn fact, 
leaving prophecies to others. If it were otherwise, the 
Encyclopedia Brittanica might have predicted ac- 
curately the revolution of science, invention, concen- 
tration of facilities, specialization, and industrializa- 
tion which the nation was to undergo in the next 50 
years and which hospitals were to share. 

The concept of a hospital changed. It was changed 
by new techniques of antisepsis, anesthesia, x-ray, 
laboratory procedures, medication, and scientific care. 
The new advances were given impetus, sadly and 
ironically, as were the advances in industry, by the 
fortunes and heightened experiences of war. Doctors, 
surgeons, and technicians with more and better train- 
ing, together with new and expensive equipment, 
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found a logical setting in the hospital. The hospital 
emerged as the only place in the community which 
could provide the space, organization, and facilities 
for the skilled application of all the new develop- 
ments in medical science. 

It was no longer the best informed choice to stay 
at home when in need of the wide range of services 
found only in the hospital. 

However, this new situation faced economic and 
social forms that were inadequate to deal with it. It 
had become possible to bring skilled care and healing 
to a wider range of people with a broader scope of 
afflictions ; however, the existing methods of financing 
and distribution were still keyed to the past. The 
new, advanced hospital care was accessible only to 
the very poor or the very rich—to the rich by privi- 
lege of being able to pay for care and to the indi- 
gent poor according to ancient customs of public 
and private charity. The overwhelming bulk of the 
people, ineligible for charity, often found the new 
health resources of the hospital financially out of 
reach. 


Two Sides to Problem 


It should be emphasized that the problem had two 
sides, even as it has on a different level today. It 
was not only a question of making hospital care ac- 
cessible to more people, but also of making more 
money available to the hospitals, in order to finance 
the additional scientific progress and advancing stand- 
ards of patient care that the progress so far had 
merely suggested. 

A new social mechanism had to be introduced, as 
up-to-date as medical progress itself, as pertinent to 
the Twentieth Century as the new methods of mass 
production in industry. 

It is a matter for pride that hospital people were 
among those who came up with the answer—that 
people pay voluntarily for their own care through the 
device of prepayment. While the average person 
could not be expected to foot a hospita! bill out of 
his pocket at the time of need (a consideration made 
critical by the Great Depression) , it was quite reason- 
able to expect that he could budget small payments 
while well, as an advance against times of need. This 
assured him of adequate hospital care when he needed 
it, regardless of its cost, and it provided a necessary 
and continuous source of income for the hospital. 

Prepayment was, and remains, no less essential for 
those who consume health services as for those who 
provide it. 

As an economic device, prepayment was admirably 
appropriate to the times. Many other essentials of 
modern life besides hospital care had become too 
expensive and complicated in their manufacture for 
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out-of-pocket payment. Production of such durable 
goods as cars, refrigerators, and radios had become 
the basis for a new surge of well-being and wealth— 
provided new ways could be devised to pay for them. 
The monthly payment was becoming an economic 
way of life, with people enjoying the use of their 
new products while paying for them in supportable 
installments. The new markets created by installment 
buying furnished the basis for unprecedented wealth 
and production and provided more good things of 
life for more people. 

Prepayment had a difference in that it was an 
investment in a service that would be available when 
needed, rather than a method of paying after pur- 
chase. Yet it took second place to no other economic 
device in the matter of releasing purchasing power 
and creating the confidence and security that were 
needed for the new surge in living standards. 

We have had prepayment for about 25 years now. 
It is a success, a fact vigorously attested to by the 
insurance industry which claimed in the early days 
that it could not be done, but hastened to invade 
the field when Blue Cross demonstrated that it cer- 
tainly could be done. Today, about 70 per cent of 
Americans have some form of hospitalization cov- 
erage. 

Prepayment is here to stay. It is one of our eco- 
nomic institutions. In most people's minds prepay- 
ment of health care costs is inseparable from the 
concept of health care itself. The nation’s labor move- 
ment, fortified by court decisions, has made prepay- 
ment a “working condition,’ negotiable under col- 
lective bargaining, and to a large extent the benefits 
and programs won in union contracts have set the 
pace and pattern for the rest of the country. While 
coverage of hospital costs commands the larger share 
of prepayment, an increasing number of people look 
toward it as a device for managing the costs of other 
areas of health services. 

The only questions people are asking about pre- 
payment today are: ‘““What range of health services 
should it cover?” and, “Can the job that needs to be 
done continue to be accomplished by voluntary 
means?” There is practically no disagreement that 
a major job of covering health care must be done 
and that prepayment is to bear the brunt of it. 

We cannot turn back the clock. Prepayment can 
only grow, both as regards to the services it covers 
and to the numbers of people it protects. Either we 
will grow with it or be overgrown by it. 


Our Frontier 


Let us examine some of the considerations that 
indicate the nature of the decision already made by 
the public, the scope and urgency of the job that 
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needs to be done, and thereby, the map of the fron- 
tier we must traverse. These considerations are ines- 
capable; they come thronging on the heels of scien- 
tific and industrial advance; they come hand in hand 
with a hundred million automobiles, with the new 
suburbs, with automation, with cobalt guns and anti- 
biotics and new vaccines, with jet planes and the 
splitting of the atom. 

The first consideration that must be weighed is 
the assumption prevailing today that health care has 
long ceased to be a matter of private luxury. It has 
become a necessity, a fourth necessity, if you will, in 
company with food, clothing, and shelter. It is as- 
sumed to be so by the enlightened public that sees 
in health care a weapon for personal survival against 
age-old enemies of disease and a tool for the richer 
fulfillment of a longer span of life. It is assumed to 
be so by the people’s leaders in government who rec- 
ognize health as a national resource of no less impor- 
tance than trees, rivers, ores, and armaments. Health 
is an essential for the nation, and those who are most 
fully aware of the social aspects of health know that 
the nation’s welfare cannot tolerate too unequal a 
distribution of health care. A healthy man cannot 
afford his neighbor's disease. 

Necessities to life are soon made rights. There is 
a growing assumption that health care is the right 
of all and that each new marvel of medical healing 
and care is obligated to serve all who need it. The 
assumption is not entirely alien to those who pro- 
vide health services, as the rich tradition of the Hip- 
pocratic Oath bears witness. 

There are abundant precedents for the government 
to take over the provision of security in health czre 
should voluntary methods be found wanting. It can 
do this without changing any basic law. The social 
security legislation of 1935, ratified at every national 
election since, amounts to an unwritten amendment 
to the Constitution saying in effect that the Federal 
Government has a responsibility for the welfare of 
the individual citizen. Our national system of social 
security protects those who, by reason of age, unem- 
ployment, loss of the breadwinner, or physical handi- 
cap, cannot provide for themselves. Aside from con- 
siderations of individual need, the additional func- 
tion of maintaining the nation’s purchasing power 
and shoring up fluctuations in the economy is now 
recognized. 

Prepayment was a voluntary and parallel move- 
ment to what was happening in government in re- 
sponse to the search for security and stability. People 
wanted, in times of feast, to budget against times of 
famine, and they were looking for the right agency 
by which to do this. So far in the matter of health 
security, voluntary prepayment remains the people’s 


339 


choice, and this is now the only country in the world 
where that is true. 

Can it remain so for long? The answer to that 
will be resolved not by the chanting of outworn 
shibboleths, not by appeals to emotion and calls to 
defend crumbling barricades, but only by a clear-cut 
demonstration that voluntary prepayment is a viable, 
young, adaptable institution that can do as good, if 
not better, a job than the government in providing 
modern health care to everyone who needs it. 


New Facts 


Whether or not it can make such a demonstration 
depends upon its ability to measure and solve certain 
new facts and problems that contemporary life has 
presented to it. 

The fact is that people want the best and will ulti- 
mately find ways of securing the most thorough 
health services that modern progress can provide. If 
health care is essential, it is equally essential that 
the best quality of it be provided and that the most 
efficient means of covering its cost be utilized. 

The fact is that such demands for more and better 
service take place in a time of skyrocketing costs, 
with even greater increases in costs ahead and even 
greater public resistance to the rising rates that these 
costs make necessary. Hospitals operate on the nar- 
row edge of solvency. Prepayment agencies are dip- 
ping deeply into reserves. Insurance companies are 
toying with various forms of deductible and co-in- 
surance devices in the attempt to control costs, only 
to find them further spurs to inflation. And in the 
face of these facts, every health facility is crowded 
to capacity by a public demanding the full measure 
of modern health care. 

And yet the fact is that rising costs are the price 
of progress. The more complicated equipment, more 
extensively trained personnel, and more elaborate 
facilities needed for modern health care are bound 
to cost more. That would be the case regardless of the 
means of prepayment and financing, whether sup- 
ported through taxes or through voluntary allotments. 
There is every indication that the public is prepared 
to pay the cost of progress, provided it is both neces- 
sary and reasonable. But there is also every indica- 
tion of a growing public impatience with that part 
of the cost which is unnecessary and unreasonable and 
which suggests other motives than public service on 
the part of those who provide services and coverage. 

Surely the question of necessary and reasonable 
cost, plus the best care that modern medical science 
offers, can be provided by our American system of 
health services which, if it could be classified as an 
industry, would rank among the largest! Today al- 
most two million people are directly engaged in 
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health services. In terms of personnel employed, the 
1950 census listed health services seventh among the 
77 categories in the industry classification list. It was 
one of the fastest growing, increasing at a rate of 
about 59 per cent during the decade, 1940-50, com- 
pared to an average of 25 per cent rate of growth 
for all industries. In 1957 Americans spent out of 
personal income about $15 billion for medical care. 
This is very big business indeed. While health serv- 
ice will always remain a highly personal and indi- 
vidual process at the contact point, there is yet room 
within this vast enterprise for the further coordina- 
tion of services, pooling of facilities and skills, and 
the wider distribution of ‘“‘product’’ that industry 
as a whole has found essential to its own survival 
as a voluntary mechanism. 


Blue Cross-Blue Shield vs. 
Governmental Alternatives 


The question of necessary and reasonable cost to 
cover the best care under voluntary conditions can 
also be solved by existing agencies, provided they 
meet the following criteria by which they will be 
judged against governmental alternatives: 

1. Accessibility to all self-supporting people. As 
long as the providers of health service assume a com- 
munity responsibility to serve all the sick, without 
reservations regarding patient status of health, age, 
or employment, so must prepayment do likewise. 
Prepayment must make needed health services which 
are available to all, accessible to all—-the aged, the 
unemployed, the casually employed, the self-em- 
ployed, the disabled. Prepayment cannot survive for 
long as a voluntary institution if it limits its services 
only to young, healthy, and employed people. 

It is a familiar story. To make health services ac- 
cessible to more people is to make more money acces- 
sible to health services. Programs that skim off only 
“favorable risks’ may seem to provide attractive 
rates for the choice patients and handsome returns 
to the carrier or insurer—but only at the damaging 
cost of making the provider of health services a co- 
insurer and contributor to the “bad risks” who make 
up one of the heaviest porticns of the health service 
load. 

Favorable rates to favorable risks put an untenable 
load on health facilities and on the community which 
must carry the burden of those denied favorable con- 
sideration in the matters of rates and coverage. Sup- 
port of programs which place major reliance upon 
“group experience-rating” is shortsighted, not only 
for those who provide health service, but also for 
those who consume it. People who scramble for over- 
weighted “good risk’ considerations only penalize 
themselves when the time comes, as it almost inevi- 
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tably does, that their own risk status changes. Both 
self-interest and social responsibility indicate the 
choice of prepayment rates that are related to the 
total experience of the community and to the needs 
of the community’s system of health services. 

The broad pooling of risks involved in such an 
outlook is at the same time the only viable means of 
solving the question of reasonable costs, and the 
major question before us today is whether we are 
going to choose voluntarily to make such a broad 
pooling of risk and resources or to have it done for 
us. It must be done, one way or the other. 

2. Coverage of essential services. What are essen- 
tial services? This is an expanding concept. At one 
time prepayment covered only hospital services. Now 
it covers much of the cost of surgery and regular 
diagnostic and medical care. Certainly with regard 
to the hospital, people have come to regard all serv- 
ices provided there as a “package” to which the 
holder of a prepayment membership card is entitled, 
without extra charged by either the hospital or the 
carrier. The “‘package” notion is suited to the needs 
of today’s and tomorrow's patient, who tries by reg- 
ular monthly payments to cover himself against con- 
tingencies of illness and disaster. He tends to see his 
hospital (and, to a growing extent, other health 
facilities) as a unit of service whose expense he has 
borne for a long time prior to need. 

He expects his benefits to be represented by serv- 
ice, a concept sometimes violated by hospitals who 
fragment their services for the purpose of making 
extra charges. It is violated by carriers who provide 
not-cash indemnities that do not cover the cost of 
needed care, thus placing the onus of collection upon 
the provider of health service and in effect making 
the provider a co-insurer. 

Part of the principle of service benefits is the con- 
dition that the provider of services be paid directly 
by a “third party,” in accordance with agreements 
that relate to the needs of the community. Service 
benefits will ultimately be provided. The major ques- 
tion is: “Will voluntary agencies provide it?” 

3. Continuous coverage. The same factors affect- 
ing rates and accessibility apply to the standard that 
any prepayment program worth support will continue 
its coverage regardless of changes in the subscriber's 
status of age, health employment, or place of resi- 
dence. 

This is a principle that Blue Cross-Blue Shield has 
followed from the very start. Having carried his pre- 
payment through periods of employment and good 
health, Blue Cross-Blue Shield assumed that the 
patient expected not to be abandoned when his status 
changed. While such a principle seemed obvious, 
necessary, and basic, other insurers have refused until 
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quite recently even to consider it, causing it to be an 
adjustment reluctantly made in response to the force 
of public opinion and, in some places, legislation. 

Today three and one-half million people over 
sixty-five have Blue Cross coverage, which is about 
one-fourth of those Americans in that age category. 
It represents two-thirds of those over sixty-five who 
have any coverage at all. The high utilization of this 
group makes it an expensive load, but Blue Cross 
has shouldered it because not to do so was unthink- 
able, contrary to its primary mission of public serv- 
ice. Had commercial insurance done likewise and 
had it done as well, the current pressure to extend 
Social Security to cover the health needs of the aged 
would be lessened, if not eliminated. 

4. A three-way partnership. The prepayment pro- 
gram fit to inhabit tomorrow’s medical frontier will 
enlist in policymaking functions, representatives of 
the public, the providers of service, and the prepay- 
ment agency—on a basis of equality. This three- 
way partnership of public, provider, and carrier is 
vital if all three are to be served. 

5. A national outlook. Jet planes, telephones, ta- 
dios, and television are making one big community 
of America. Financial interests, management con- 
cerns, and labor affiliations criss cross our continent 
and now cross half an ocean. There is scarcely a 
community left but what its economic life is deter- 
mined elsewhere. Patterns of health programs and 
benefits are determined by nationwide, pace-setting 
management and labor forces. Legislation on a na- 
tional level is becoming one of the strongest factors 
in setting trends for health care and prepayment. 
Every session of Congress since the war has passed 
legislation that has helped to expand the prepayment 
idea. The prepayment program that finally emerges 
as the program of choice must be able to furnish the 
national perspective and national contacts to cope 
with these factors. 

6. Conscientious trusteeship of the consumer's 
money. While the high cost of progress is a necessary 
and supportable one, the high cost of inefficiency 
and misuse is definitely not. A prepayment program 
which regards itself as an agent of the community, 
as a trustee of funds allocated carefully for an essen- 
tial public function, will take care not to abuse that 
confidence, and it will try to make a creative contribu- 
tion toward the goal of wisest use of those funds. 


Here’s What It Can Do 


There are several things it can do, in fact must do. 
As part of a partnership which also includes the 
public and providers of service, it can help establish 
effective and voluntary controls on the utilization of 


services and the most economic management of facil- 
ities. It can provide much skill, knowledge, and in- 
tegrity to the job of helping to plan the whole com- 
munity’s health resources, for wise planning is a 
major part of efficiency and economy. 

It can make its considerations of costs and rates 
serve the proposition that prepayment must be within 
the reach of people of modest means. 

It can help persuade many providers of service 
that no new money is created by prepayment, that 
the funds allocated for health care by the subscriber 
have been paid out often under budgetary strain and 
for the purpose of covering a time of need, and that 
there is no warrant for upward adjustments of 
charges to persons covered by prepayment. 

And prepayment must keep its own house in order. 
If is is to win the confidence of the public and the 
endorsement of the providers of health service, there 
must be no question that the maximum amount of the 
monies entrusted to it must be used for health care 
and a minimum for administration, promotion, and 
acquisition. Its major motive for being in business 
must be service to the people. 

These criteria then are the ones that a pioneer 
prepayment program must meet if the voluntary prin- 
ciple in prepayment is to survive. Meeting them is 
the only way to meet the growing demands of the 
people and to demonstrate that the voluntary dollar 
can go farther than the tax dollar. 


Who Can Meet These Criteria 


They can of course be met by government, a course 
which remains open pending the failure of other 
agencies. 

They cannot be met by commercial insurance un- 
less the insurance industry assumes community re- 
sponsibility for providing the kind of protection to 
people that meets their needs. As long as commer- 
cial programs are based on fixed indemnities that 
have more appropriate reference to questions of acci- 
dent and property damage liability than to the health 
of the nation, as long as commercial coverages are 
limited mainly to “good risks” groups during em- 
ployment and in good health, the criteria listed above 
will find no answers in the traditional insurance ap- 
proach. 

The criteria CAN be met by agencies that operate 
under the kind of public franchise afforded Blue 
Cross and Blue Shield. Blue Cross and Blue Shield 
are Closest to meeting these criteria today. Given an 
increased willingness to change on their own parts, 
Blue Cross and Blue Shield can meet the full measure 
of these standards if the providers of health service 
want it so and if they are willing to support, defend, 
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and help develop the kind of service benefit, commu- 
nity-orientated operation that the non profit plans sym- 
bolize. 

This must be stressed. Support by the providers 
of health services is critical. If the providers do not 
endorse and fight for a voluntary prepayment pro- 
gram designed to their needs, why should the public 
do so? 

The public wants to establish a system of financing 
health service that ends forever the crises of avail- 
ability that have plagued it in the past. It wants to 
do this voluntarily if possible and by other means 
if impossible. The public has made its desires felt 
in this matter, in some areas more sharply than 
in others, and the trend is unmistakable. It will be 
felt with increasing urgency as new industrialization 
and improved standards of living find expression 


in higher levels of education and social awareness. 

One hundred years ago, at about the time cele- 
brated by this centennial, Abraham Lincoln said, 
“The legitimate object of government is to do for a 
community of people whatever they need to have 
done but cannot do at all, or cannot do well for 
themselves, in their separate and individual capaci- 
ties.” He added, “Americans turn to the arm of gov- 
ernment when the reach of voluntary action is not 
long enough.” 

Just a few years ago, the President’s Commission 
on the Health Needs of the Nation declared, ‘“‘Access 
to the means for the attainment and preservation of 
health is a basic human right.” 

Necessity, rights, and life will be served! 


Blue Cross Association 
Rochester, New York 


Diabetic Blindness Related to Type, Length of Illness 


Blindness as a complication of long-term diabetes may be prevented by early 
detection and adequate control of the disease, a new study has suggested. 

The study, conducted at Joslin Clinic, Boston diabetes detection center, lends support 
to the “growing conviction” that complications of long-term diabetes are related to the 
degree of control maintained over the years. 

Writing in the current Journal of the American Medical Association, Drs. Howard 
F. Root, Stanley Mirsky and Jorn Ditzel said the prevalence of blindness due to diabetes 
has been rising as more persons survive diabetes for long periods. 

Diabetes is a disease in which the body’s utilization of sugar is impaired. The usual 
treatment involves diet control and injections of insulin, a substance necessary for the 


breakdown of sugar in the body. 


Diabetes appears to seriously disturb the body’s whole metabolism (the physical and 
chemical changes in the body). This disturbance apparently plays a role in the develop- 
ment of a degenerative eye condition known as proliferative retinopathy in which there 
are changes in the retina and blood vessels. It may lead to blindness. 

The doctors studied the records of 847 persons who developed proliferative retinopathy 
during the last 30 years. They found that none of the patients had good control of diabetes 
through diet or insulin therapy from the onset of the disease. 

All had severe diabetes of long duration, usually beginning at a relatively early age. 

However, many other patients are known to have survived diabetes with onset in 
childhood for periods of 20 to 30 years without any evidence of retinopathy when their 


diabetic treatment had been adequate. 


The authors feel that proliferative retinopathy can be prevented and postponed by early 
diagnosis and continuous control. They said physicians are “obligated to plan treatment 
and supervise management in such a way as to provide the best control attainable at the 


present time. . . .” 
The study showed: 


—That the 847 patients had diabetes for an average of 17 years before developing 


proliferative retinopathy. 


—That nearly half of them had diabetes before they were 20 years old and the rest 
before the age of 40. Most of them had difficulty in controlling the disease. 

—That among the last 206 consecutive cases there was no case of blindness in a patient 
under 20 years of age, but that 25 per cent of those over 20 were blind. 
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Acoustically Handicapped Children 


A Ten Year Summary of the Kansas Institute for Parents 
and Their Acoustically Handicapped Children 


JUNE B. MILLER, Ed.D., and 
C. ARDEN MILLER, M.D., Kansas City 


Through the combined efforts of the Hearing and 
Speech Department of the University of Kansas Med- 
ical Center and the Kansas State School for the Deaf, 
an institute for parents and their deaf or hard of 
hearing children has been held each year for the 
past ten years at the State School for the Deaf in 
Olathe, Kansas. This report summarizes case histories 
of all of the children evaluated at the Institute during 
this time. 

The purposes of the Institute are: (1) to carry out 
earliest possible medical diagnosis, psychological and 
audiological tests, social and emotional evaluations; 
(2) to make recommendations for further examina- 
tion, study, and educational placement; (3) to help 
parents understand some of the problems concerning 
deafness, to give them techniques and methods for 
relating to their acoustically handicapped children 
and for establishing communication with them. 

The purpose of this paper is to review the medi- 
cal, psychological, audiological, and educational his- 
tories of all children who have attended the Institute, 
and to study the recommendations of the staff. The 
data were gathered from the reports of the pediatri- 
cian, the psychologist, the audiologist, the otologist, 
the nursery school teacher, the teacher of the deaf, 
the social worker, the group discussion leaders, and 
the nutritionist. Individual acknowledgments to par- 
ticipants would occupy excessive space, but we are 
exceedingly grateful for their contributions. 


The Program 


Each year the parents and children were asked 
to arrive on Sunday afternoon to be assigned to 
rooms, meet the staff, and have the week’s program 
outlined. The programs were changed somewhat each 
year in an attempt to help the parents and children 
gain more from the week’s experience. 

Starting on Monday, the children were placed in 
the nursery school with an experienced nursery school 
teacher and a number of assistants. During the week 
each child was examined by the pediatrician, otologist, 
audiologist, and psychologist. A medical social worker 


From the Department of Hearing and Speech, the Chil- 
dren’s Rehabilitation Unit and the Department of Pediatrics 
of the University of Kansas Medical Center. 
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and nutritionist interviewed the parents. The children 
were observed in many types of play situations. If a 
child did not cooperate or was unwilling to go with 
an examiner on the first day, he was not forced to do 
so, but repeated attempts were made. Usually, by the 
end of the week, examinations had been carried out 
on all enrollees. Upon completion of all tests and 
observations, the staff met to discuss each case and 
to make recommendations. 

While the children played each day, the parents 
attended lectures and discussions concerning the de- 
velopment of communication through speech, speech- 
reading, auditory training, and language. Children 


This is a review of the case histories 
of 160 children who attended the In- 
stitute for Parents and Their Acousti- 
cally Handicapped Children from 1949 
to 1958 at the Kansas State School for 
the Deaf. 

This paper describes the program 
carried out for parents. It has also re- 
ported findings concerning the children 
with regard to age; age at recognition of 
deafness; degree of deafness; use of 
hearing aids; medical findings; psycho- 
logical evaluations; language develop- 
ment; and staff recommendations. 


from the Preschool for the Deaf at the University 
of Kansas Medical Center and the School for the 
Deaf in Olathe demonstrated their ability to speech- 
read, speak, read, write, and use their residual hear- 
ing. 

The parents also attended lectures by the otologist 
concerning the anatomy of the ear and the causes 
and types of hearing losses. The audiologist discussed 
types and degrees of hearing losses and the audio- 
gram and what it meant. Various types of hearing 
aids were explained. The pediatrician discussed the 
growth and development of children. Some years a 
psychiatrist talked to the parents about emotional 
problems. Other years the pediatrician took over this 
part of the program. During the first few years of 


. 
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TABLE I 
AGE OF ATTENDANCE 
Standard 

Year Mean Deviation Number 
1958 40.66 10.2 22 
1957 44.65 11.6 17 
1956 36.73 73 15 
1955 41.00 6.6 19 
1954 43.66 10.1 15 
1953 41.38 6.0 16 
1952 37.50 12.0 14 
1951 39.05 12.8 18 
1950 43.66 10.1 14 
1949 42.70 13.5 10 
Total in 

Months 40.94 10.9 160* 


* Total number in attendance at Parent Institute 


the Institute parents had so many questions about 
feeding problems that a full-time nutritionist was 
asked to participate as a part of the team. The nutri- 
tionist discussed dietary needs and how they might 
be met. A psychologist explained the meaning of 
psychological tests. A social psychologist, trained in 
group work, was also a member of the team. She 
guided the parents in group discussions and assisted 
them in role-playing. 

The superintendent of the State School for the 
Deaf outlined the history of education of the deaf, 
explained the educational approach, the upper grade 
level, and the national college for the deaf. The 
principal of the school took the parents on a tour 
of the school, described the pre-vocational program 
as it was carried on in the majority of residential 
schools for the deaf, and explained vocational train- 
ing through the Office of Vocational Rehabilitation. 

Toward the end of the week each member of the 
staff presented his findings and observations. After 
discussing each case, the staff member having the 
greatest rapport with the family was asked to present 
the staff findings and recommendations to the par- 
ents. Many fathers who had not been able to attend 
the Institute came for the final meeting to hear the 
recommendations. 

In 1949 no fathers attended the entire week’s ses- 
sions. However, in an evaluation questionnaire the 
mothers recommended that fathers be encouraged 
to attend. In 1958, 11 fathers attended the entire 
week’s program and the majority of the others at- 
tended the final session on Saturday morning. 


The Children 


During the ten-year period 160 children and their 
parents were enrolled. Fifty-four per cent of the 
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children were males and 46 per cent were females. 
They ranged in age from 14 months to 71 months 
with a mean age of 41.1 months and a standard 
deviation of 10.9 (Table 1). 


Residence 


Of these 160 children 81 per cent were from Kan- 
sas and 19 per cent were from Missouri. Since the 
program was sponsored by Kansas, the children from 
this state were accepted first. It was felt by the staff 
that 20 children could be accepted each year. There- 
fore, if the group was not filled by two weeks before 
the Institute, children from the greater Kansas City 
area of Missouri were accepted, and finally children 
outside of this area were accepted if necessary to 
fill the quota. 


Referrals 


At the first Institute only one child had been 
previously seen in the Medical Center Hearing 
Clinic. Many parents that year had learned of the 
Institute through publicity about the program in 
the newspaper. In 1958 all 22 children had been 
seen previously in the Hearing Clinic at the Uni- 
versity of Kansas Medical Center. For the entire 
period under study, 66 per cent of the children had 
been seen in the clinic prior to the Institute. The 
problem of referrals has been dealt with in another 


paper.} 
Recognition of Deafness 


The parents were questioned about the age at 
which they recognized deafness. This ranged from 
twe months to 48 months with a mean of 17.8 
months, and a standard deviation of 9.0 for 155 
cases. Of the five not recorded, four were deaf as a 
result of postnatal illnesses and information was 
not available for the fifth (Table II). 


Severity of Hearing Loss 


Fifty-six per cent of the children were found to 
have a profound hearing loss (75 db or greater). 
Thirty per cent had a hearing loss (55 db to 75 db). 
Thirteen per cent of the children had a moderate 
hearing loss (25 db to 55 db), while two children, or 
one per cent, were found to have normal hearing but 
other handicaps. 

Pure tone audiograms were recorded on 38 per cent 
of the children prior to, or during, the Institute. 


Abnormalities of Medical History 
And Causes of Hearing Loss 


From each case history the staff tried to determine 
a probable cause of hearing loss. Past medical his- 
tories were given by the mother at the Institute, or 
reported by her on questionnaires submitted about 
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a month prior to the meeting. Birth records from 
the attending physician were requested only at the 
last Institute. It should be recognized that in many 
instances data were collected retrospectively and were 
not uniformly complete, particularly in the early 
years of the Institute. Data are summarized in 
Table Ill. 

Twenty-five per cent of the cases had no abnormal- 
ities of medical history nor other conditions even 
suggestive as to the cause of deafness. All of these 
children appeared to have been deaf from the time 
of birth. 

Thirty-four per cent of the children had some 
abnormal prenatal factor. In some instances (e.g. 
maternal rubella in the first trimester) there is a 
clearly established relationship between the factor 
and deafness. In other instances (e.g. threatened 
abortion) a causative significance cannot be sup- 
ported, yet some of the relationships may be of future 
interest. 

Those children classified as having hereditary deaf- 
ness were deaf from the time of birth and had 
mothers, fathers, aunts, uncles, or siblings who were 
also deaf from time of birth. Hereditary deafness 
was thought to be the cause in nine per cent of the 
cases. 

Three children had congenital anomalies known 
to be associated with hearing loss. Two had the 
Waardenburg syndrome, and one child had con- 
genital atresia of the auditory canal. Two other 
children had serious congenital anomalies involving 
the skeletal system which in themselves would not 
account for deafness unless they were associated 
with nonapparent anomalies of auditory mechanisms. 

Mothers of fourteen children reported having had 
rubella during the first trimester of pregnancy. 
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TABLE II 
RECOGNIZED DEAFNESS 
Standard 

Year Mean Deviation Number 
1958 18.2 7.9 21 
1957 22.0 10.6 16 
1956 18.8 8.3 15 
1955 19.0 8.7 18 
1954 23.0 8.8 13 
1953 16.5 7.9 16 
1952 13.0 6.2 14 
1951 17.0 9.3 18 
1950 17.0 11.5 14 
1949 16.0 5.8 10 
Total in 

Months 17.8 9.0 153" 


TABLE Ill 
ABNORMALITIES OF MEDICAL HISTORY 
AND POSSIBLE CAUSES OF HEARING LOSS 

No abnormalities other than deafness 40 25 

Hereditary deafness ............. 15 

Congenital anomalies 
Congenital atresia of auditory 

Waardenburg syndrome ....... 2 

Congenital skeletal anomalies .. 2 
Maternal rubella during first trimes- 

ter of pregnancy ..........0+.:. 14 
Maternal nausea and vomiting of 

extreme degree during pregnancy 13 
Threatened: abortion 8 

Cyanosis after delivery .......... 5 

Chronic otitis media ............ 2 
Excessive neonatal jaundice ...... 9 

Unconfirmed diseases and “post hoc” 

Unexplained high fever .......... 12 
Epidemic diarrhea 1 

160 100 


* Total reported 


Certain prenatal conditions such as extreme vomit- 
ing in the first trimester and threatened abortion 
occurred with such frequency (13 per cent) that they 
are listed separately. The importance of these con- 
ditions in causing deafness is unknown. 

Fifteen of the children were born following dif- 
ficult labor, i.e., prolonged labor, breech births, or 
instrument deliveries. An additional five children 
were reported to have been cyanotic and were placed 
in an incubator with oxygen immediately after birth. 

Two children were known to have had meningitis 
and to have acquired speech and language before 
the illness; two others had acquired hearing losses 
from chronic otitis media. Nine children were re- 
ported to have had neonatal jaundice which was 
present at birth or unusually severe. Seven of these 
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TABLE IV 
AVERAGED INTELLIGENCE SCORES 
Classification 1Q Score Number  PerCent 
Superior 130-above 4 3 
Above average 120-130 2 1 
Bright average 110-120 19 12 
Average 90-110 87 54 
Low average 80-90 30 19 
Below average 70-80 3 2 
Mentally retarded 70-below 13 8 
Not tested 2 1 
160 100 


children were born to Rh negative mothers and 
Rh positive fathers. All of these conditions are known 
to be related to deafness. 

Twenty per cent, or 32 children, had various ill- 
nesses from which parents dated the onset of deaf- 
ness. Because the children were so young when 
they were ill, it was not possible in the majority of 
cases to be assured that the child had normal hear- 
ing prior to the illness. Many of the illnesses re- 
ported by parents are known to cause deafness. For 
example 11 of these cases were reported to have 
had meningitis. One child appeared to develop deaf- 
ness following severe mumps. These conditions may 
actually have been the cause of deafness in these 
children. In 12 other cases the family blamed an un- 
explained high fever between the ages of six and 
24 months as the cause of deafness. There were 
other illnesses reported by parents as dating the 
onset of deafness which are of doubtful or uncertain 
significance. Among these were whooping cough, 
scarlet fever, red measles, epidemic diarrhea, ex- 
tremely severe eczema, and a head injury. 


Further Use of Data 


The data can be examined in other ways. There 
were 45 children (28 per cent) who had some con- 
dition of medical history or physical examination 
which might reasonably be regarded as having caused 
hearing loss. These conditions were hereditary deaf- 
ness, Waardenburg syndrome, atresia of the auditory 
canal, maternal rubella during the first trimester of 
pregnancy, meningitis which was confirmed by reli- 
able medical reports and which dated the onset of 
deafness in a child who definitely had heard previ- 
ously, chronic otitis media, which fulfilled the same 
etiologic criteria as stated for meningitis, and exces- 
sive neonatal jaundice. Among the 45 children for 
whom 2 probable etiology of deafness could be 
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assigned, the prenatal causative factors predominated 
(61 per cent). 

There were an additional 32 children (20 per cent 
of the entire group) who had some postnatal con- 
dition which might have caused hearing loss, or 
which the parents believed dated the onset of hear- 
ing loss. Data were not reliable either for confirm- 
ing the diagnoses in retrospect or for making certain 
that the children actually had heard prior to the 
onset of the condition blamed by the parents as 
causing loss of hearing. In order to avoid “‘etiologies”’ 
which were blatantly post hoc ergo propter hoc, these 
children are grouped with those who were deaf due 
to unknown causes. 

Another 27 per cent of all the children had some 
condition which might be associated at times with 
neuronal damage, but which is not specifically as- 
sociated with deafness. Among these conditions were 
congenital anomalies of the skeletal system, maternal 
nausea and vomiting of an extreme degree during 
pregnancy, threatened abortion, difficult delivery, and 
early neonatal cyanosis. These children are grouped 
with those of unknown etiology, making that group 
72 per cent of the total. 

In summaty there were 28 per cent of the children 
for whom the probable etiology of deafness was 
known; there were 47 per cent with a clue as to 
a possible etiology; there were 25 per cent in whom 
the cause of deafness was completely unknown. 


Physical Examinations 


The physical examination revealed complications 
or deviations other than deafness in 32 per cent of 
the group. Twenty-three children had some visual 
defect. Three of these children demonstrated prob- 
lems of such severity that they were almost blind. 
Two children with the Waardenburg syndrome were 
found (one blue eye, one brown eye, a shock of 
white hair, different colored eyebrows and eyelashes, 
and deafness). Ten children had strabismus; eight 
others had undiagnosed ocular defects which needed 
definitive diagnosis by an ophthalmologist. Four chil- 
dren had definite cerebral palsy and 12 others were 
so clumsy that they were referred to the Cerebral 
Palsy Clinic for further study. Twelve children had 
congenital heart defects, ten of which were related 
to maternal rubella infection during pregnancy. 


Emotional Problems 


Evaluating the emotional problem was perhaps the 
most difficult task. The staff felt that some degree 
of worry and frustration could be expected in any 
family with a handicapped child. However, 33 per 
cent of the cases were considered by the staff to 
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show varying degrees of emotional problems involv- 
ing the child, his parents, or both in excess of what 
might be expected from usual worry and frustration. 
In the absence of expert psychiatric consultation, no 
attempt was made to diagnose or define precisely the 
emotional problems; the psychologist, social workers, 
pediatricians, and others attempted only to arrive at 
some unanimity on whether or not problems existed. 
Three children were felt to be suffering from serious 
emotional disturbances which needed immediate psy- 
chiatric attention. For 18 other cases the staff rec- 
ognized that emotional problems existed within the 
family or child to a degree that was obvious, but not 
actually critical. For 22 other cases and their families, 
the staff considered the emotional problems not 
severe, but of a degree that might prevent the child 
from adjusting and benefiting optimally in situations 
involving special training. Direct referrals for psy- 
chiatric aid were made for 14 cases. For 29 others 
who needed help, there were no facilities available 
within a hundred-mile radius of their homes. This 
then became another of our unsolved problems. It 
was one thing to recognize the emotional problems. 
It was an entirely different thing to get help for these 
families within their home communities and within 
their financial resources. 


Intelligence Tests 


During the ten years of the Institute, four psy- 
chologists participated and gave a wide variety of 
tests: the Cattell Infant Intelligence Scale, the Leiter 
International Performance Scale, the Arthur Point 
Scale of Performance, the Nebraska Test of Learn- 
ing Ability, the Goodenough Draw-a-Man, the Revised 
Stanford-Binet, the Ontario School Achievement 
Test, and the Merrill-Palmer Scale of Mental Tests. 
Different tests were needed because of the limits of 
the tests, the different ages of the children, and their 
different abilities. After the psychologist reported to 
the staff the results of each test, or part of a test, 
a broad classification was assigned (Table IV). 

Fifty-four per cent of the children had average 
intelligence; i.¢., an average from all tests between 
90 and 110. Twelve per cent were reported to be 
bright average. One per cent was thought to be 
above average, and three per cent were superior, or 
130 and above. Nineteen per cent were in the low 
average group. Two per cent were below average, 
and eight per cent were mentally retarded. There 
were several multiple-handicapped children in the 
mentally retarded group. Four were cerebral palsied, 
three had severe visual probiems, two had serious 
emotional problems. Two children were not able 
to cooperate well enough to do anything on the 
tests; therefore, no classification was given. One 
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TABLE V 
VINELAND SCORES 


Standard 
Year Mean Deviation Number 
1958 109 15.1 16 
1957 104 14.9 13 
1956 98 15.1 15 
1955 106 31.0 19 
1954 96 -0- 3 
1953 101 28.8 14 
1952 105 -0- 6 
1951 111 -0- 3 
1950 110 -0- 1 
1949 101 14.0 10 
Total 104 41.2 100 


of these was later diagnosed as schizophrenic, and the 
other as autistic. 

Vineland Social Maturity Quotients were available 
on 100 children. The range of social quotients was 
from 53 to 156 with a mean social quotient of 104 
and a standard deviation of 21.2 (Table V). 


Speech Development 


Seventy-six per cent of the children had no speech 
or language; 13 per cent had a few words; 11 per 
cent were speaking in short phrases and sentences. 
The amount of speech was related to the degree of 
hearing loss, the age of diagnosis. the use of the 
Tracy Correspondence Course, and the use of a 
hearing aid. These correlations will be the subject of 
a subsequent report. 


Recommendations 


Thirteen per cent of the children wore individual 
hearing aids when they came to the Institute, and 
one child had a portable auditory training unit. 
During the first few years no individual aids were 
recommended, but nine auditory training units were 
suggested. Throughout the period of ten years, in- 
dividual aids were recommended for 21 per cent of 
the children, and head-sets to be attached to tele- 
vision sets were recommended for another five per 
cent. 

It might be explained that during the first few 
years the individual aids were quite large and did 
not have the power output or gain that many aids 
of today have. Also, the fear of further damage to 
the hearing as a result of excessive amplification 
could not be ruled out at that time. 

Another problem that existed, and still does, was 
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the lack of funds for families to purchase and main- 
tain an aid. Hearing aids were not recommended in 
several instances in the belief that increased economic 
burdens could not be borne by some families. Funds 
for the purchase of hearing aids remain one of the 
major problems. There are no provisions in this state 
to supply hearing aids to children who need, and 
could benefit, from their use. 

The recommendation to attend a preschool or 
nursery school for acoustically handicapped children 
was made whenever possible. Thirty-six per cent 
eventually enrolled in the Preschool for the Deaf 
at the University of Kansas Medical Center. How- 
ever, in many areas nursery schools were not in exist- 
ence or were not available. When this was so, the 
nearest qualified speech therapist or teacher of the 
deaf was recommended to help with part of the 
program until the child was old enough to be en- 
rolled in a special schoo! at the age of five or six. 

Tonsillectomy and adenoidectomy were recom- 
mended for 25 children, or 16 per cent of the group. 
For six of these children it was hoped that such 
surgery might help a conductive hearing loss. For 
the other 19 the otologist and pediatrician felt that 
it might improve the general physical condition. 
Adenoidectomy was recommended for four children 
because of repeated middle ear infections. For nine 
per cent further pediatric and otological examina- 
tions were recommended. Eighteen per cent were 
asked to return to the Hearing Clinic at the Medical 
Center in six months for further hearing tests. 

Fifty-six familes were using the Tracy Correspond- 
ence Course when they came to the Institute. It was 
recommended that 104 enroll upon their return 
home. 


Need for Additional Services 


In evaluating such a program, several needs be- 
come apparent: 


1. The need for earlier referrals to such a program 
by the family physician. We are not as yet reaching all 
of the young acoustically handicapped with this In- 
stitute. 

2. The need for more medical social workers during 
the week, so that each parent would have more time 
to discuss his problems with the worker, as well as 
some one to follow the family back into the community. 

3. The need for at least two psychologists in order 
that more complete testing could be carried out. 

4. The need for acoustically treated rooms and more 
equipment, for more complete audiological testing dur- 
ing the Institute. An additional audiologist is also needed. 

5. More complete medical histories on each child, 
including reports of prenatal care and birth histories 
from attending physicians. 

6. With 72 per cent of the cases diagnosed as “cause 
unknown,” we need more research into causes of con- 
genital deafness. 

7. More and better facilities for referral of children 
and families with emotional problems. 

8. There is a need to develop tools to evaluate such 
a program. It has been felt by the staff that they have 
not been able to reach every parent and child who 
attended. Many times it has been demonstrated that 
some of these parents have done a great deal in under- 
standing their child and developing communication, 
while other parents who were thought to have the 
ability to carry out such plans have done nothing. 


University of Kansas Medical Center 
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Tuberculosis in Kansas 


Part I-—Steps in the Differential Diagnosis of 
Pulmonary Tuberculosis 


ROY A. LAWSON, JR., M.D., Chanute; RALPH I. CANUTESON, M.D., 
Lawrence; and JOSEPH W. SPEARING, M.D., Columbus 


The successful treatment of any pulmonary disease 
depends largely on early accurate diagnosis. This is 
particularly apparent in the treatment of carcinoma 
of the lung, but is also of importance in tuberculosis 
and other pulmonary diseases. The percentage of 
chemotherapy failures in pulmonary tuberculosis in- 
creases with the extent of disease at the time of diag- 
nosis. The duration of hospitalization, economic in- 
capacity, and loss of pulmonary function are also 
influenced by the extent of disease at the onset of 
treatment. It is also apparent that early isolation of 
the patient with tuberculosis decreases the chances 
of others being infected. 

The awareness of the importance of early diagnosis 
has led to the development of case-finding techniques, 
such as mobile x-ray surveys, examination of contacts 
of known cases, tuberculin surveys, and routine pre- 
employment and hospital admission x-ray programs. 
The patient suspected of having pulmonary tubercu- 
losis may be brought to our attention as the result 
of symptoms or as the result of one of the case- 
finding procedures noted above. Although the physi- 
cian’s index of suspicion has been dulled by the 
decline of tuberculosis, this remains the most im- 
portant factor in establishing a diagnosis in sympto- 


This is the second of a series of four articles by the 
Committee on Control of Tuberculosis. The third article 
will appear in the next issue of the JoURNAL. 
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matic pulmonary tuberculosis. The patient brought 
to our attention as the result of one of the case-find- 
ing surveys may present a more difficult diagnostic 


A major project of the Kansas Medical 
Society Committee on Control of Tuber- 
culosis during this past year has been the 
preparation of a series of four articles 
intended to orient the practicing physi- 
cian with the current status of the diag- 
nosis, treatment, and follow-up of pa- 
tients with tuberculosis. This was felt ad- 
visable in view of the changes in the 
management of this disease in the last 
few years prompted in large measure by 
the new drugs available for treatment 
which have put more of the burden of 
treatment on the home physician. The 
members of the Committee have devoted 
a great deal of time to these articles and 
Doctor Martin FitzPatrick has served ad- 
mirably as the editor of these four arti- 
cles. They are appearing in serial form 
in the Journal following which they will 
be bound and made available in booklet 
form to each member of the Society. 
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problem, but the steps in differential diagnosis are 
essentially the same. Frequently the careful use of 
all diagnostic aids at our disposal, and the correlation 
of history, physical examination, laboratory findings 
and, in some instances, surgical procedures, are neces- 
sary to establish a definite diagnosis. 


History 


Historical data are often of importance in the 
diagnosis of asymptomatic as well as symptomatic 
tuberculosis. Consideration of the patient's age, sex, 
occupation, habits, exposure to tuberculosis, and past 
history, can be of help in determining the significance 
of symptoms, physical findings, and laboratory data. 
For example in evaluating an asymptomatic x-ray 
abnormality, consideration of the patient’s age, sex, 
and smoking habits, would govern our suspicions of 
carcinoma of the lung. History of exposure to dust 
from the excreta of fowls could suggest histoplas- 
mosis that might be confirmed by skin test, serological 
studies, and cultures. The past history of pleurisy 
with effusion or contact with an active case of 
tuberculosis might be sufficient evidence for a tenta- 
tive diagnosis of tuberculosis even in the absence of 
bacteriological confirmation. 

Although the symptoms of tuberculosis are non- 
specific and not necessarily related to the extent 
of the disease, they are helpful in correlation with 
other findings and may suggest the need for further 
diagnostic studies. Persistent toxic symptoms, such 
as weakness, weight loss, fever, and night sweats, 
are common to many chronic infections and to neo- 
plastic and metabolic diseases, but should always 
suggest the possibility of tuberculosis and the need 
for further evaluation. Localizing symptoms, such as 
cough, production of sputum, presence of hemop- 
tysis, and chest pain, are also non-specific but, again, 
should suggest the need for further studies. Since 
patients with tuberculosis frequently date the onset 
of the illness to an acute respiratory infection, per- 
sistent cough or toxic symptoms following an acute 
respiratory infection are always worthy of further 
investigation. 


Physical Examination 

As with symptoms, physical findings in pulmonary 
tuberculosis are usually late in appearance and non- 
specific in nature. Evidence of a chronic disease, such 
as weight loss and pallor, should lead one to con- 
sider tuberculosis in the differential diagnosis. How- 
ever, physical findings might be quite useful if cor- 
related with history and laboratory studies. The find- 
ings of dental sepsis along with a history of an 
episode of impaired consciousness might suggest that 
a pulmonary lesion is aspiration pneumonia or a 
chronic lung abscess. The finding of clubbing of the 
fingers in the absence of extensive pulmonary disease 
might suggest carcinoma of the lung. Evidence of 
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bronchial obstruction such as localized expiratory 
wheeze, or persistent rales with or without x-ray 
abnormality, suggest the need for bronchoscopy and 
other diagnostic studies to determine the cause of the 
bronchial obstruction. The finding of palpable supra- 
clavicular nodes on physical examination would sug- 
gest that, if other diagnostic studies fail, biopsy of 
these nodes might provide a diagnosis. It should be 
remembered that well over 50 per cent of patients 
with active pulmonary tuberculosis will have no 
physical findings that would lead one to suspect 
tuberculosis. 


Tuberculin Test 

Tuberculosis may be virtually ruled out as a cause 
of an x-ray abnormality or as a cause of the patient's 
symptoms, by a negative tuberculin skin test. Al- 
though there are a variety of ways of administering 
tuberculin, the Mantoux test is generally agreed to 
be the method of choice, and the patch test is gen- 
erally agreed to be too inaccurate for clinical use. A 
properly administered intermediate strength PPD 
tuberculin test will be positive in about 95 per cent 
of patients with active tuberculosis and, with the rare 
exception of patients with overwhelming disease, the 
second strength tuberculin test will be positive. 

The significance of a positive tuberculin skin test 
varies with the age of the patient and with other 
findings. A positive tuberculin test in a child under 
three should probably be considered as evidence of 
primary tuberculosis in need of treatment. When a 
positive test is found in one who has previously had 
a negative test, tuberculous infection has occurred in 
the interval between tests. Although tuberculin re- 
action rates are not known for adult populations in 
Kansas, it is generally agreed that even in the older 
age groups, a positive test considered in relation to 
other findings may be helpful in making a diagnosis 
of tuberculosis. 

Other delayed hypersensitivity tests such as the 
histoplasmin and coccidioidin skin tests are of con- 
siderable help in differentiating histoplasmosis and 
coccidioidomycosis from tuberculosis. 


X-Ray Examination 

Although a great deal of information can be ob- 
tained by x-ray examination of the chest, particularly 
if previous films are available for comparison, it 
must be remembered that frequently carcinoma of the 
lung, histoplasmosis, chronic lung abscess, and other 
pulmonary disease, cannot be differentiated from pul- 
monary tuberculosis by chest x-ray examination. Con- 
sidered along with other evidence, the x-ray inter- 
pretation is of considerable assistance in arriving at 
the proper diagnosis, but over-reliance upon x-ray 
interpretation, to the exclusion of other equally im- 
portant diagnostic tests, results in many missed diag- 
noses. 

A number of studies have been done showing the 
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distribution of tuberculosis lesions vs. carcinoma of 
the lung, lung abscess, and pulmonary infarction. 
The localization of disease in the upper lobes (or 
the superior segments of the lower lobes), on x-ray, 
suggest a tuberculous etiology. Although reinfection 
tuberculosis does not occur commonly in the lung 
bases, it does occur with sufficient frequency that 
tuberculosis must also be considered in lower lung 
field lesions. The presence of cavitation also sug- 
gests tuberculosis; however, histoplasmosis and carci- 
noma of the lung, coccidioidomycosis, and lung ab- 
scess, may produce cavitation that cannot be differen- 
tiated by x-ray from tuberculosis. Bronchiectasis and 
emphysematous bullae frequently cannot be differen- 
tiated from tuberculous cavity on routine PA film of 
the chest. 

Special x-ray techniques, such as lordotic films and 
body sections films, are helpful in further defining 
the pulmonary lesion, in demonstrating the presence 
or absence of cavity, and in showing calcification in 
the lesion. The presence or absence of calcification is 
particularly important in reference to the solitary 
pulmonary lesion (coin lesion). Consideration of the 
discreteness of the pulmonary lesion, the presence of 
calcification and lamination in relation to other find- 
ings, will sometimes allow the differentiation of 
granuloma from carcinoma of the lung. 

Serial x-ray examinations can be of considerable 
help in assessing the activity of pulmonary tuber- 
culosis. Both x-ray progression and regression indi- 
cate activity. However, again, we should not expect 
more of the radiologist than he can give us. The di- 
agnosis of inactive pulmonary tuberculosis should not 
be accepted on a single x-ray interpretation, and the 
possibility of active disease has never been ruled out 
until bacteriologic studies of sputum are done. 

In many instances, even after thorough diagnostic 
evaluation, the etiology of the pulmonary lesion re- 
mains obscure. Following such an abnormality by 
X-ray examination at regular intervals is often quite 
helpful in reassuring us that the lesion is an inactive, 
inflammatory disease. The dangers of relying on 
serial x-rays have been brought out by many observ- 
ers. An unchanging x-ray does not rule out active 
tuberculosis, and carcinoma of the lung has been 
found in patients with a stable x-ray lesion followed 
for several years. However, a stable x-ray abnormality, 
considered with other negative findings, is usually 
good evidence of benign, inactive disease even if an 
etiological diagnosis has never been established. 


Bacteriological Studies 


Although it is sometimes necessary to make a diag- 
nosis of tuberculosis and initiate treatment without 
bacteriological confirmation, the diagnosis always 
remains in some doubt unless tubercle bacilli can be 
recovered from the patient. The interpretation of the 
results of bacteriological studies are dependent upon 


a number of factors. Sputum specimens should be 
collected over twenty-four hours, or a long enough 
period of time to assure a good sampling of bron- 
chial secretions. Specimens should be inspected to be 
sure that they contain bronchial secretions rather than 
just saliva. Although a positive smear for acid-fast 
bacilli can usually be accepted as evidence of pul- 
monary tuberculosis, saprophytic acid-fast bacilli, 
atypical or chromogenic acid-fast bacilli, and’ even 
the mycelia of certain fungi, can produce false posi- 
tive smears. Repeated false positive smears should 
suggest an error in laboratory technique such as 
washing acid-fast bacilli from one slide to another, 
re-using slides, or contaminating water or immersion 
oil with acid-fast bacilli. It is estimated that one mil- 
lion organisms per cc. are necessary to obtain a posi- 
tive smear. When one also considers that 80 to 90 
per cent of the organisms present in sputum or gas- 
tric contents are destroyed by the usual methods of 
concentration and decontamination, it is apparent 
that a negative smear should not be considered as 
evidence against a diagnosis of tuberculosis except, 
perhaps, in the presence of far-advanced disease with 
large cavities. 

A positive culture for acid-fast bacilli resembling 
Mycobacterium tuberculosis should be considered as 
diagnostic of tuberculosis. Currently used culture 
methods are probably just as sensitive as guinea pig 
inoculation in recovering tubercle bacilli. Animal in- 
oculation is useful in evaluating atypical acid-fast 
bacilli and in determining virulence. 

The experience of the technician and the laboratory 
facility doing the bacteriological studies are impor- 
tant in interpreting the results. 

The patient who cannot produce sputurn should 
have his gastric contents cultured. Fasting gastric con- 
tents should be obtained in the morning before the 
stomach has been emptied of its night-time accumula- 
tion of bronchial secretions. The chances of recover- 
ing tubercle bacilli from gastric contents diminish 
with the length of time the patient has been up prior 
to gastric aspiration. This should be considered in 
evaluating the report of a negative gastric culture. It 
should also be noted that the number of organisms 
decreases rapidly in gastric contents prior to neutral- 
ization with sodium hydroxide or tri-sodium phos- 
phate, so that if there is a several-hour delay between 
the collection of the specimen and neutralization, 
negative cultural results are of little value. In estab- 
lishing a definite diagnosis, the number of cultures 
necessary depends upon the extent of the disease. In 
minimal non-cavitary disease, it is well to obtain six 
to ten specimens for culture before considering the 
initiation of treatment. 


Other Diagnostic Studies 


Although an increase in the white count with shift 
to the left in the differential may occur in tubercu- 
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losis, particularly in acute, extensive disease, these 
changes can usually be considered as evidence against 
a diagnosis of tuberculosis. The sedimentation rate 
is of little diagnostic value, but is occasionally of 
some help in determining the activity of the disease. 
However, it is not uncommon for a patient to have 
active disease with a normal sedimentation rate. Al- 
though there is considerable work being done in an 
attempt to devise a serological test for tuberculosis, 
none of the currently available tests are sufficiently 
reliable or easily done to be of practical value to the 
practicing physician in diagnosing pulmonary tuber- 
culosis. 

Bronchoscopy and bronchograms are of use in 
establishing nontuberculous etiology of pulmonary 
disease. Occasionally cultures of bronchial aspirate 
obtained at bronchoscopy will be positive for tubercle 
bacilli when all other attempts to recover organisms 
are negative. Even in the face of a definite diagnosis 
of tuberculosis, bronchoscopy should be done if 
there is any clinical or x-ray evidence of bronchial ob- 
struction, in order to rule out coexisting carcinoma 
of the lung. Bronchograms are particularly helpful 
in differentiating bronchiectasis from tuberculous 
cavity. 

If a definite diagnosis is not forthcoming from the 
above diagnostic studies or if carcinoma is seriously 
considered, exploratory thoracotomy may be indi- 
cated. In diffuse pulmonary disease, lung biopsy can 


be done either under local or general anesthetic with 
little morbidity and may establish a definite diag- 
nosis. Vim-Silverman needle biopsy of the pleura 
may be helpful in establishing the cause of pleurisy 
with effusion. Biopsy of supraclavicular lymph nodes 
is frequently of help in establishing the cause of a 
pulmonary abnormality. 


Conclusion 

A diagnosis of tuberculosis results in a great deal 
of inconvenience to the patient. It has emotional 
and social implications, as well as requiring pro- 
longed expensive treatment. A missed case of tuber- 
culosis has even greater consequences in the form of 
delayed treatment, increased duration of hospitaliza- 
tion, increased mortality, and increased disability 
after the disease is under control. The importance 
of early positive diagnosis, and the need to use all of 
the means at our disposal to accomplish this, is ap- 
parent. Some of the aids in establishing the diagnosis 
have been reviewed, but the correlation of historical 
and clinical and laboratory information is the most 
difficult, and yet the most important, part of estab- 
lishing a diagnosis. 

The systematic collection of pertinent historical 
data, physical findings, results of skin tests, x-ray 
interpretation, bacteriological studies and the results 
of other diagnostic studies, and the correlation of this 
information, will result in a definite diagnosis in 
most instances. 
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Maternal Mortality 


The patient was a 23-year-old gravida II, para I who had died in a small hospital in a 
small town. Death certificate attributed death to “coronary occlusion due to bacterial endo- 
carditis, complicated by seven month pregnancy.” 


First Visit to Physician 

The initial visit to the physician was in the fifth month of pregnancy at which time 
she complained of cramping. Because of this, no examination was performed, but bed 
rest was advised. A urinalysis was normal. Three weeks later, she returned because of 
symptoms of respiratory infection. Again she was not examined, but erythromycin and 
aspirin compound were prescribed. She returned three days later, obviously quite ill, and 
bronchial rales were noted on examination, whereupon she was hospitalized. 


Admitted to Hospital 


On admission, temperature was 99, but this rapidly progressed to 102.4 with a pulse 
rate of 120 and respiratory rate of 46. Benadryl®, Crystodigin® and Achromycin® were 
prescribed, and a few hours later the patient became cyanotic and oxygen was started. 
Penicillin and streptomycin were given, and morphine was prescribed for restlessness. The 
physician was in constant attendance during the next few hours, but the patient’s con- 
dition deteriorated progressively and she expired. No blood cultures were taken at any 
time. 

The diagnosis of subacute bacterial endocarditis was based on a subsequent report from 
someone in the family that she had had it for about a year. Circumstances concerning the 
first pregnancy and delivery were not known. The certificate diagnosis was based on the 
physician’s impression that this was a ‘‘cardiac type of death.” The information presented 
represents all that was contained in the office and hospital records augmented by the 
physician’s verbal additions. 


Committee Opinion 


The committee noted particularly the inadequacy of the records, considering that if they 
accurately reflected the care given, the latter was obviously inadequate and if the care was, 
in fact, more complete, better recording of it would protect the physician and enhance 
the study. 

The information presented did not support a diagnosis of subacute bacterial endo- 
carditis but was much more indicative of pneumonia. The committee noted the fundamen- 
tal necessity of a complete history and physical examination on the first visit and close at- 
tention to all complaints during pregnancy and the importance of proper records. 


Classification 


Indirect obstetric death, preventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate the 
type of study made in each instance of maternal death in Kansas. 
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Leukemia 


DANIEL C. MARTIN, M.D., Kansas City 


The theory that leukemias are caused by a virus 
or viruses is not new; a few well-known writers 
and research workers have advocated this explanation 
for the cause of all neoplasms.6 Other writers who 
believe that a submicroscopic entity does play a role 
in the cause of leukemia tend to avoid the use of the 
word ‘“‘virus” with infinite care, preferring instead 
the use of: “leukemic agent,” “accelerating agent,” 
and “‘cell-free filtrate.” Since the purpose of this 
paper is to determine, if possible, the existence of a 
leukemic agent which might be a virus, it may be 
desirable to list accepted criteria for designating a 
disease as being caused by a virus: 

1. The agent consistently reproduces the disease 
in susceptible hosts. 

2. The agent shows evidence of replication in the 
host. 

3. The agent passes through filters which retain 
bacteria. 

If an agent can be demonstrated which meets these 
criteria and also demonstrates some of the less uni- 
versal characteristics of a virus, then no reasonable 
objection should be raised to assuming that the agent 
is a virus, and that a virus is at least a part of the 
etiology of leukemia. 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a group 
judged to be the best by the faculty at the school. Dr. Mar- 
tin has completed his internship at the Wesley Hospital, 
Wichita, Kansas, and is now at the Kansas University Med- 
ical Center. 


THESIS 


The Virus Theory of Its Etiology 


Five Experimental Areas 


In surveying the experimental evidence presently 
available, it seemed logical to consider the following 
five areas of experimental approach: 

1. Inbreeding of animals naturally susceptible to 
“spontaneous” leukemia. 

2. Histological examination of neoplastic and nor- 
mal tissues. 

3. Antigen-antibody studies of neoplastic and nor- 
mal tissues. 

4, Transmission of leukemia by cell-suspensions of 
leukemic tissues. 

5. Transmission of leukemia by cell-free filtrates. 

The main scope of this paper will be to cover the 
more recent experiments in mammalian leukemias and 
related lymphomas. The older investigations into 
avian leukosis and other tumors are of real interest 
and importance, but they will only be reviewed 
briefly. 

The first neoplasm universally conceded to be 
caused by a virus was the avian leukosis discovered 
by Ellerman and Bang in 1908. This was followed in 
1912 by Rous’ discovery of a virus which caused 
avian sarcoma. Since that time most of the malig- 
nancies seen in chickens have been investigated and 
found to be induced by a virus or virus-like agents. 
Tumors are very common in chickens, occurring 
naturally in 10 to 20 per cent of the birds. Due to 
this high incidence they were used quite extensively 
in pre-war investigations on cancer. Since all or 
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nearly all the avian tumors could be shown to have 
a virus etiology, many of the experimenters who 
worked mainly with the avian tumors became out- 
spoken advocators of the theory that all tumors in 
all species were induced by viruses. Except for the 
Shope rabbit papilloma (1933) and the Bittner mam- 
mary carcinoma (1936), the workers who used mam- 
malian animals in their experiments were notably 
unsuccessful in finding any evidence of a viral in- 
fluence on the incidence of any tumor. Those who 
did believe in the virus theory were a very vocal 
minority, but were largely ignored. Extensive ze- 
search has continued in the avian tumor field with 
considerable success in isolating virus-like agents. 
It was after 1950, however, before any notable ad- 
vances were made in the investigation of viral agents 
causing or influencing mammalian leukemias. 


Use of Susceptible Animals 


Leukemia in mammals is essentially a rare disease, 
but by selective inbreeding of leukemic mice, a strain 
can be obtained in which there is a very high inci- 
dence of leukemia. Furth and his co-workers in 1933 
developed a strain designated as AK which has an 
incidence of over 80 per cent. MacDowell in 1935 
also developed a strain designated as C58 which also 
showed a high incidence of spontaneous leukemia. 
If the occurrence of leukemia is to be explained on 
the basis of the presence of a viral agent plus innate 
susceptibility, a route of infectivity must be estab- 
lished. Since Bittner’s work with the milk virus is 
so famous and so easily duplicated, many unsuccessful 
attemps were made to demonstrate the same route of 
infectivity for the strains of mice with a high inci- 
dence of leukemias. An experiment by Gross is an 
excellent example of the attempts to apply Bittner’s 
work to leukemia iransmission.!° In 1952 he removed 
several litters from AK females by Cesarean section 
and nursed them with foster mothers from a strain 
which rarely developed leukemia. The incidence of 
leukemia in the foster-nursed AK mice was the same 
as in AK mice nursed by AK mothers. When the AK 
mouse, either male or female, is cross-bred with a 
mouse of a leukemia resistant strain, the progeny 
show an increased incidence of leukemia to the F, 
generation. The leukemic incidence in the progeny 
varied considerably and seemed to depend upon the 
resistance of the strain with which the AK mouse was 
cross-bred. In another experiment which will be dis- 
cussed later, Gross!® demonstrated the presence of a 
leukemia inducing agent in very young AK embryos. 
Furth, Gorer, and Fagraeus all favor the theory of 
Gross that an inherited agent, possibly virus-like, is 
a factor in the continued incidence of leukemia in 
the AK strain. Further comment will be forthcom- 
ing after other experiments have been discussed. 


355 


Histological Studies 


In this section a few studies will be presented 
which seem to indicate the intracellular presence of 
an agent which appears very similar to virus inclusion 
bodies. Takaki and his associates made histologic 
studies of several lymphosarcomas and carcinomas 
using ultra-thin sectioning and the electron micro- 
scope. They stated in summary, “The only -thing 
we could say at the present state of our studies is 
that there are structures in human cancer cells indis- 
tinguishable from the changes seen in virus infected 
cells electron microscopically.” Besis, who recently 
made extensive electron microscopic studies of nor- 
mal and leukemic leukocytes, found in the nucleus 
and cytoplasm of human and AK mouse leukemic 
leukocytes, many granules of unknown origin. These 
were not seen in normal cells. De Roberts, Canzine, 
Gasic, and Epstein after destruction of the leukemic 
AK mouse leukocytes, have described the presence of 
numerous particles 100 to 130° in diameter which 
they attribute to the presence of virus. 

Another histologic finding of some interest is the 
pathologic difference in the behavior of leukemic 
transmissions by cell suspensions and cell-free fil- 
trates. When the transmission was accomplished by 
implantation of leukemic tissue cell suspensions, a 
leukemic tumor developed at the site of the implanta- 
tion within two or three weeks.1® 8 This local tumor 
was followed in one or two weeks by a generalized 
leukemia. When a cell-free filtrate of leukemic tissue 
was used to induce the leukemia, a pathologic picture 
was created which was typical of spontaneous leu- 
kemia, and incidentally, which might logically be 
expected in a virus infection.2° The leukemic process 
was first observed as foci in some of the bone marrow 
sinusoids on the third day after virus inoculation. By 
the seventh day the bone marrow was diffusely in- 
volved with some infiltration of the liver and spleen. 


Antigen-Antibody Studies 


If there is a virus inside the leukemic cell, then the 
foreign protein should be detectable by immunologic 
means. It must be admitted that the literature con- 
tains more instances of failure on this approach than 
successes, but the successes warrant inclusion in this 
paper since they are well substantiated. Werder and 
associates in 1952 prepared an antileukemic serum 
by injecting cell suspensions of splenic tissue into 
adult rabbits. The leukemic spleens were from two 
different strains of spontaneously occurring leukemia. 
Antinormal tissue serum was also prepared by in- 
jecting rabbits with normal spleens from the same 
strains of mice. Normal rabbit serum and saline were 
used as controls. The test antiserum, control serum, 
or saline was mixed with a leukemic cellular suspen- 


| 
? 


356 


sion and allowed to stand at 22° or 4° C. for one 
hour each. After this the mixtures were injected 
intraperitoneally into mice. A portion of each serum 
was heat treated as indicated in the table below. 

Another series was run exactly as the above, except 
that the other strain of leukemic cells was used. The 
results were similar. The experiment indicates the 
presence of a specific antibody in the antileukemic 
serum which not only gave greater protection, but 
also proved to be more thermostabile than the pro- 
tective mechanisms present in the antinormal spleen 
serum and the normal serum. Thompson in 1955 
prepared rabbit antiserum against normal mouse 
lymphocytes and the lymphocytes of a lymphocytic 
leukemia of the same strain of mice. When the anti- 
leukemic serum was adsorbed with the normal lym- 
phocytes, it would still fix complement in the pres- 
ence of leukemic cells. It appears that an antibody 
was produced which was specific for this leukemia. 
Schoolman and Schwartz?> made some interesting 
observations on antigen-antibody reactions, using 
adult guinea pig serum. They found that normal 
adult guinea pig serum contains an agglutinin for 
the leukocytes, leukemic tissues, brain, and spinal 
cord tissue of AKR mice who have lymphomas or 
leukemias. Agglutinins were also demonstrated for 
other neoplasms, including: plasma cell tumor and 
mammary carcinoma of the C3H strain, and the leu- 
kocytes of human leukemia. 

These agglutinins were not present in the serum 
of newborn or young guinea pigs, and were not 
demonstrated in the serum of any other animals of 
a large group tested. The agglutinin reactions were 
uniformly negative when tested against the same 
tissues of non-leukemic animals. The reasons for 
these results are not clearly understood; however, 
the results do indicate the presence of a fairly specific 
antigen-antibody reaction which points to the pres- 
ence of an unusual agent in the leukemic cells. Cala- 
resu, Spurrier, and Schwartz* prepared antisera with 
red blood cells from normal humans, normal AKR 
mice, human chronic lymphatic leukemia, and AKR 
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mice with spontaneous leukemia. By adsorption there 
were shown specific agglutinins for the erythrocytes 
from leukemic animals and no agglutinins for nor- 
mal erythrocytes. A cross agglutination was demon- 
strated among the various human leukemias as well 
as among the AKR leukemias. The presence of a 
specific antigen within or on the red blood cells of 
leukemic animals is neither surprising nor contra- 
dictory ; a virus, if present, would hardly be expected 
to be confined solely to the tissue it affects the most. 
Further comment on this point will be made later. 

This experiment lends more support to the theory 
that a foreign agent is present in the leukemic ani- 
mals. Amos and Day used antibodies prepared by hy- 
perimmunization of a resistant mouse strain against 
strains of leukemias and lymphomas to passively im- 
munize mice of both resistant and susceptible strains. 
The results of this experiment were clear, but the 
experimental controls were such that I would hesitate 
to base any assumptions on it. Amos and Day did 
succeed in separating some of the active antigen sys- 
tems and concluded that two of them were respon- 
sible for the leukemic antibodies. Korngold and 
Pressman tried a different approach in searching for 
evidence of specific antigens in lymphosarcomas. An- 
tiserum was prepared in rabbits by injecting them 
with Murphy lymphosarcoma. For control purposes 
normal serum and antinormal rat tissue serum were 
also prepared. All three sera were tagged with radio- 
iodine, purified, and then injected into rats previ- 
ously implanted with Murphy's lymphosarcoma. One 
day later the localization of the antibodies was de- 
termined. Korngold summarized his findings as fol- 
lows: ‘The data shows that the antilymphosarcoma 
sera contains antibodies capable of localizing in the 
lymphosarcoma. No such antibodies were found in 
the other antitissue sera tested. The fact that the 
tumor-localizing antibodies were present only in the 
antilymphosarcoma sera indicates that the lympho- 
sarcoma contains an antigen which is unique for 
lymphosarcoma. 

‘However, there are other possible explanations for 


TABLE I 


Treatment of Serum Sample 


HEATED AT 60° C. 


Leukemic Cell UNHEATED HEATED AT 56° C. 

Suspension MOUSE PER CENT MOUSE PER CENT MOUSE PER CENT 
Mixed With: SURVIV. SURVIV. SURVIV. SURVIV. SURVIV. SURVIV. 
Antileukemic Serum 14/15 93 11/15 73 10/15 67 
Antinormal Serum 8/15 53 5/15 33 2/15 13 
Normal Serum 2/15 13 0/15 0 0/15 0 
Saline 0/20 0 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathclogy— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


. To stop their ingestion of alcohoi; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
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til death. 
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this phenomenon, for example: (a) the lymphosar- 
coma contains an antigen which is characteristic of 
the strain in which the tumor originated, and absent 
in the host rat, (b) the tumor antigen—responsible 
for localization—is present in other tissues also, but 
the particular rabbits immunized with these tissues 
failed to respond with the production of antibodies 
against this antigen. It is doubtful that we are dealing 
with a strain difference, because the antikidney serum 
was prepared against the original host rat kidneys 
and failed to localize in the tumor. The fact that all 
five rabbits immunized with normal tissue failed to 
produce tumor localizing antibodies makes the sec- 
ond confounding explanation rather doubtful.” 

The evidence presented in this section is still con- 
sidered controversial by some, but it has been con- 
firmed by enough workers to be accepted as sound 
reliable 21 The evidence definitely in- 
dicates the presence of a foreign agent in the tissues 
of leukemic animals which is not present in normal 
animals. 


Cell Suspension Transmission of Leukemia 


The main purpose of this section is to present 
certain characteristics of whole cell transmissions of 
leukemia which will later be contrasted with cell- 
free transmission. As it was pointed out in a pre- 
vious section, the injection of leukemic cells will 
cause the growth of a tumor at the site of injection 
followed in one or two weeks by a generalized leu- 
kemia. It was shown further!® that though transfer 
among AKR adult mice was possible, the injection 
of AKR leukemic cells into C3H mice was rarely 
productive of leukemia. If, however, the AKR cells 
were injected into C3H mice one day old or less, 
the C3H mice did show leukemic changes at an 
early age. It must be supposed, however, that the 
young C3H mice served only as a growth medium, 
for the resulting leukemia in C3H mice was trans- 
plantable back to adult AKR mice, but not to adult 
C3H mice. 


Cell-Free Transmission of Leukemia 


The first successful attempt to transmit leukemia 
by cell-free filtrates was reported by Engelbreth- 
Holem in 1938. He reported transmitting AKR lym- 
phoma by a cell-free filtrate. Later attempts by Mac- 
Dowell and Engelbreth-Holem to reproduce these re- 
sults failed and they were forced to conclude that 
in the first experiment the inoculum had not been 
cell-free. In 1951 Gross!® began to report encourag- 
ing results using cell-free filtrates. His methods, 
which have changed very little since then, were as 
follows: a sterile 20 per cent concentration of leu- 
kemic cells was prepared by grinding spleen, liver, 
and lymphatic tumors of leukemic AK mice. This 


suspension was then centrifuged at 3,000 rpm at 
0° C. for 15 minutes and the supernatant was cen- 
trifuged at 9,500 rpm at 0° C. for 15 minutes. The 
resulting supernatant from the second centrifugation 
was in some cases passed through Seitz or Berke- 
feld-N filters to insure that it was cell-free. The 
supernatant or filtrate was then injected intraperi- 
toneally or subcutaneously into mice less than 24 
hours old. Litter mates were used as controls and 
were injected with the supernatant which had been 
heated to 65° C. for 30 minutes. 

The injected mice were of the C3H strain which 
is fairly closely related to the AK strain, but has a 
low incidence of spontaneous leukemia. In the initial 
experiment!? Gross noted that 19 of 41 mice devel- 
oped leukemia at an average age of 5.2 months. Diag- 
nosis was made by clinically observing the enlarge- 
ment of lymphoid tissue and by histological examina- 
tion. Of the 26 controls, none showed evidence of 
leukemia. In subsequent experiments®: !!-'4 involving 
over 300 test animals and over 200 controls, the 
percentage of test mice developing leukemia varied 
from 30 to 100 per cent. Several other important 
observations were made also. The C3H leukemias 
induced by the cell-free filtrates were transplantable 
to adult C3H mice, but only rarely transplantab'e 
to the adult AK strain. It was also noticed that a 
large number of salivary gland carcinomas developed 
in the test animals (eight to 20 per cent). The sali- 
vary gland carcinomas and the leukemias never de- 
veloped in the same animal. Serial passages of the 
agent through eight series of newborn C3H mice 
noticeably increased its virulence and also decreased 
the age of onset. The agent never became virulent 
enough to be infective for adult mice. In an effort 
to determine the route of transmission of the agent 
in AK mice, Gross used AK embryos to prepare a 
cell-free filtrate in approximately the same manner 
as described earlier. Of 92 twelve-hour-old C3H 
mice inoculated with this filtrate, 11 developed leu- 
kemia and 10 developed salivary gland carcinoma. 
The leukemic agent can be stored either as a cell sus- 
pension or as a cell-free supernatant at —70° C. for 
up to six months with no noticeable deterioration in 
its leukemogenic effect. The pathogenic potency of 
the filtrate is retained even at dilution up to 1:100,000. 
Inoculations of 0.1 ml of the 1:100,000 dilution of 
the centrifuged leukemic AK agent were enough to 
cause some salivary gland carcinomas in C3H mice. 


Gross’ Experiment 


Gross had some fairly good results when he in- 
jected the filtrate into C57 black and C57 brown 
mice. His attempts to induce the leukemia in other 
strains were relatively unsuccessful. Ten different 
workers have confirmed or expanded the work of 
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Gross so that its validity is well established. Wool- 
ley, et al., in 1956 published a report on work he 
had done using essentially the same techniques as 
Gross. In a series of 245 test and 272 control ani- 
mals, he reported an incidence of 18.5 per cent leu- 
kemia cases and eight per cent salivary gland car- 
cinomas among the test animals and only 1.2 per 
cent incidence of leukemia among the controls. Most 
of the other investigators reported results comparable 
to these of Gross. Friend has isolated a filterable 
agent from a Swiss mouse which can induce a granu- 
locytic leukemia in adult mice of the Swiss and 
DBA/2 strains. The agent has been transmitted 
through 26 serial passages with the cell-free fil- 
trates as well as cell suspensions. The agent has the 
following characteristics: it passes Selas 03, Berke- 
feld-N and gradocol membrane filters (the filters 
have an average pore size of 220 mu), it remains 
stable after long periods at —70° C., it is not de- 
stroyed by lyophilization, it is inactivated by heat 
(30 minutes at 56° C.), ether, and formalin, and 
finally, it remains infective when exposed to 50,000 r 
of radiation. The leukemia was also transmissible to 
the C3H strain, but only by newborn inoculation. In 
the C3H strain the leukemia was also granulocytic 
and could be transmitted from adult to adult after 
the initial transfer. She found that many different 
tissues of the infected mouse contained the agent 
and could be used to prepare filtrates for transmis- 
sion of leukemia. 


Bergol’ts’ Experiment 

A Russian scientist, Bergol’ts, published another 
experiment which further expanded the work of 
Gross. For this experiment he prepared a cell-free 
filtrate of a cell suspension extracted from a wide 
sample of human leukemic spleens, livers, and lymph 
nodes. Bergol’ts fractionated part of the cell-free 
filtrate to obtain the mitochondria, microsomes, and 
cell-protein concentrates. The whole filtrate and the 
three fractions were each injected into 25 suckling 
mice. The results of this experiment were similar 
to those of Gross; the cell-free filtrate induced an 
incidence of 36 per cent, the mitrochondria fraction 
induced 29 per cent leukemia, the microsome frac- 
tion 20 per cent, and the cell-protein concentrate 15.6 
per cent. For controls he injected 100 suckling mice 
with saline and 117 with a cell-free filtrate of a 
human sarcoma. The saline injected mice had a leu- 
kemia incidence of 0 per cent and the sarcoma fil- 
trate injected mice had an incidence of 4.3 per cent. 
Bergol’ts established a very high and rigid criterion 
for diagnosing leukemia in his test animals and this 
should lend added respect to his findings. 

As discussed in an earlier section of this paper, 
Schwartz noted that adult guinea pig serum would 
agglutinate the brain tissue of a leukemic animal 
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as well as the blood, spleen, liver and node tissue 
cell suspensions. To investigate this relationship, 
Schwartz?? prepared cell-free filtrates (using the 
techniques of Gross) of leukemic AK mouse brain, 
spleen, and nodes. A filtrate was also prepared from 
the brains of several human leukemic cases. Controls 
consisted of filtrates of normal mouse brain and 
lymph nodes, and the heat treated (65° C. for 45 
minutes) filtrates of leukemic mice. All filtrates were 
passed through a Seitz filter, tested for integrity by 
the inclusion of E. coli. The filtrates were injected 
intraperitoneally and intracranially into six-to-14- 
week-old AKR mice. Although the AK strain has 
a high incidence of spontaneous leukemia, the ap- 
pearance of this leukemia before 22 weeks of age 
is rare. The experiment therefore was always ter- 
minated when the mice reached 22 weeks of age. 
Among the controls there were no cases of leukemia 
out of 229 injected. Of 178 mice injected with the 
human leukemic brain filtrate, 11 cases of leukemia 
were induced. Of 175 mice injected with the AK 
leukemic brain filtrate, a total of 87 leukemias was 
induced. The filtrate prepared from AK leukemic 
spleens and nodes did not induce any cases of leu- 
kemia. Schwartz realized that the main objection 
to this experiment would be that he had used a strain 
of mice with a high natural incidence of leukemia. 
His next published experiments in this field*3. 26 
were designed to use a lymphoblastoma arising in a 
Swiss mouse for preparation of the cell-free filtrate. 
This filtrate was injected into Swiss mice. Of the 
controls (injected with a heat treated filtrate) only 
one out of 59 developed leukemia. The filtrate pre- 
pared directly from the tumor induced no cases of 
leukemia. The filtrate prepared from the brains of 
the mice with the lymphoblastomas induced 70 cases 
of leukemia out of 105 injected. A cell-free filtrate 
of brain tissue from humans with leukemia caused 
63 cases of leukemia out of 306 Swiss mice injected. 
In another series?* using brain filtrates from 11 
human cases of acute leukemia, there were 163 cases 
of leukemia out of 451 injected AK mice before they 
reached 22 weeks of age. No control mice developed 
leukemia out of 248 mice injected with non-leukemic 
brain filtrate and a heat treated filtrate. A later ex- 
periment?® confirmed the findings of the Swiss mice 
experiment. 


Discussion 


Now that the experimental evidence has been 
presented, the time for correlation, consideration, and 
conclusion has arrived. First, evidence has been pre- 
sented which strongly indicates that there is present 
in the body of a leukemic animal an agent which is 
either not present in the normal animal or present 
in such small quantities as to be undetectable. The evi- 
dence included histologic, immunologic, and trans- 
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mission studies. Second, the agent was shown to 
consistently reproduce the disease in susceptible host 
animals. The agent when properly isolated and inocu- 
lated, caused a highly significant increase in the inci- 
dence of leukemia. Even the cell-free filtrate from 
human leukemic victims caused a typical leukemia 
in mice. The filtrate would induce a type of leukemia 
in a foreign strain of mice that was similar to the 
leukemia in the donor strain, but in most cases it 
could not be transmitted back to the donor strain 
by cell suspension. This was not a general character- 
istic of the agent-induced leukemias, but was noted 
in a large portion of them. The filtrate-induced leu- 
kemias were shown to be histologically a duplication 
of spontaneous leukemia. Third, the agent does 
show evidence of replication in the host. Very dilute 
inoculums of the filtrate can induce the disease in 
mice, and the organs of the new host can be used to 
prepare filtrates which in high dilution will repro- 
duce the disease. Finally, the agent has been shown 
to pass through many filters and still induce the dis- 
ease. Since the leukemic agent does fulfill all the ac- 
cepted standards, there is no real purpose to be 
served in denying it the title of ‘virus.’ Discovery 
of the leukemic viruses and the acceptance of them 
does not make the disease itself any less frustrating 
or, presently, any more understandable. Obviously the 
virus itself is not the whole answer to the question, 
“What is the etiology of leukemia?” However, I 
believe that a leukemic virus is part of the answer to 
the etiology of some or all of mammalian leukemias. 
Kansas University Medical Center 

Kansas City, Kansas 
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Journal’s “New Face” 


The JOURNAL presented a “new 
face” to its readers starting with 
the August issue when newly de- 
signed section heads were used 
for the first time. 

Comments on the new heads 
will be welcomed. 

P.S. Watch for other changes 
in the JOURNAL’s format. 


Edited by DONALD J. SVOBODA, M.D. 


Dr. Friesen (Moderator): This malignant tumor 
of the gastrointestinal tract occurred in a patient 
younger than most of those in whom one customarily 
finds such a lesion. Certain pathologic features and 
the surgical management of the case warrant its con- 
sideration. 

Mr. Williams (Medical Student): The patient is 
a 29-year-old white man first admitted to the Kansas 
University Medical Center on March 2, 1959. He 
was well until one month prior to admission when he 
noted constipation with reduction in caliber of the 
stool and straining upon defecation. Three weeks 
prior to admission he noticed dark red and bright 
ted blood in his stool. He immediately went to his 
physician who put him on a soft diet and laxative, 
neither of which gave him relief. His physician found 
a palpable nodule on rectal examination, and a bar- 
ium enema and air contrast study revealed a polyp 
in the colon. The patient was admitted to the Uni- 
versity of Kansas Medical Center for further treat- 
ment. 

The patient’s father died at the age of sixty-two 
with carcinoma of the gall bladder. 


Physical Examination 


Physical examination on admission was normal 
except for a firm annular lesion palpable in the rec- 
tum at seven cm. Sigmoidoscopic examination con- 
firmed the presence of the lesion, and a biopsy was 
reported as adenocarcinoma of the rectum. 

Dr. Friesen: Was there anything unusual about 
the constipation which prompted the patient to see 
a physician after symptoms of only one week’s dura- 
tion ? 

Mr. Williams: There was a persistent feeling of 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U. S. Public Health Service and from the 
Kansas Division of the American Cancer Society. 


Carcinoma of the Rectum 


something in the rectum which he could not evacu- 
ate, and, moreover, the presence of blood in the 
stools was particularly worrisome. 

Dr. Friesen: It is rather remarkable that the pa- 
tient, though not in the so-called “cancer age,’’ went 
to a physician after one week of symptoms while 
many patients have similar symptoms for months 
before consulting a physician. 

What were the roentgenologic findings ? 

Dr. Tice: There is an area of non-expansion in 
the region of the rectosigmoid, but there is no nap- 
kin-ring deformity. We were unable fluoroscopically 
to demonstrate evidence of a polyp. The post-evacua- 
tion film is not remarkable. 

Dr. Friesen: What was done surgically ? 

Mr. Williams: Two days after admission an A-P 
resection with removal of descending colon, rectum, 
and periaortic nodes was performed. 

Dr. Friesen: Why were periaortic nodes removed ? 
This lesion customarily spreads along mesenteric 
and portal lymphatics. Is there another avenue of 
lymphatic spread ? 

Mr. Williams: A lesion in this area is also known 
to spread to periaortic nodes via lymphatics which 
accompany the inferior mesenteric vessels to join the 
periaortic chain. 

Dr. Friesen: The lymphatic drainage of the rec- 
tum may be along the route mentioned or to the 
iliac vessels and the inferior vena cava and aorta 
via the lymphatic vessels which accompany the mid- 
dle and inferior hemorrhoidal vessels. There may also 
be retrograde spread, although this is not common. 
(We should not expect a lesion at seven cm. to spread 
to the inguinal nodes, although a carcinoma of the 
anus may do so.) 

The left colon is removed along with the rectum 
because, to remove the mesentery and mesenteric 
lymphatics, both of which may contain tumor, the 
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inferior mesenteric artery must be ligated at the 
aorta. This devascularizes most of the descending 
colon since one cannot depend on collateral blood 
supply. With this procedure it is necessary to remove 
a large segment of colon which is not actually in- 
volved by tumor. Occasionally polyps or, rarely, a 
second carcinoma is found in the remaining portion 
of the colon. 


Limited Resection 


Results after Jimited resection compared to those 
after more extensive procedures are appreciably dif- 
ferent. In a small series of patients here, approxi- 
mately 90 per cent of the patients without lymph 
node metastases who undergo complete left colec- 
tomy with removal of periaortic lymphatics for cure 
are alive at the end of five years. The average five- 
year survival for those patients with lymph node 
metastases who have the extended operation is about 
65 per cent. The five-year survival figures for patients 
with exactly comparable lesions who undergo only a 
segmental operation are approximately 10 per cent 
for those with, and 40 per cent for those without, 
lymph node involvement. It seems apparent, there- 
fore, that the more extensive procedure offers a con- 
siderably better prognosis. There are some patients 
with carcinoma of the rectum in whom there are ad- 
ditional polyps in the remainder of the colon. In 
these cases, particularly when there is a strong fam- 
ily history of polyposis, we consider a total colec- 
tomy. 

We have a patient in the hospital with an inter- 
esting history which I mention because of the present- 
day controversy about the behavior of polyps. it is 
asserted by some that polyps are never premalignant 
and that, although they may be benign or malignant, 
they do not develop from one state to the other. 
Spratt, Ackerman and Moyer found that among 425 
adenomatous polyps of the colon, only one had ab- 
normal cells infiltrating the stalk; further, among 325 
cancers of the colon, no evidence of residual ade- 
nomatous polyp could be identified. The frequency 
of occurrence of adenomatous polyps in cancerous 
and non-cancerous colons of persons over fifty years 
of age was the same. They believe that the observed 
frequency of small adenocarcinomas arising in non- 
polypoid colonic mucosa is adequate to explain the 
annual incidence of carcinoma of the colon of 45 
per 100,000 and conclude that the theory of adeno- 
carcinoma of the colon arising in polyps has little 
to support it. 

On the other hand, Helwig,? in a study of 1,460 
large intestines at necropsy concluded that there is 
histologic and cytologic evidence that adenomas of 
the colon and rectum may undergo malignant transi- 


tion. To establish the development of carcinoma in 
an adenoma, two of the following changes were nec- 
essary: (1) anmaplasia, (2) irregularity of architec- 
ture, (3) invasion. He presents further data con- 
cerning age of the patient and sites of predilection 
that support the concept of a close relationship be- 
tween adenoma and carcinoma of the large intestine. 
Similarly, Wheat and Ackerman, in a study of 50 
cases of villous adenoma of the large intestine, con- 
sidered that carcinoma developed in eight cases. Our 
patient almost undoubtedly has had a premalignant 
polyp. He had a polyp of the rectosigmoid ten years 
ago; biopsy at that time was reported as benign. He 
did not have it removed at that time although he was 
advised to do so. He came into the hospital this 
time with a frank carcinoma in the same area. This 
case gives fairly well documented evidence that a 
polyp, if it remains long enough, may become malig- 
nant. 

May we have the pathological findings in this case? 


Pathological Findings 


Dr. Boley: The gross specimen contains a tumor 
which involves all but two to three cm. of the cir- 
cumference of the rectum. There are no polyps in 
the proximal portion of the resected segment of 
colon. Microscopically, it is evident that tumor fills 
the submucosa and, toward the center of the lesion, 
invades the circular muscle layer. In another area it 
penetrates the longitudinal muscle layer and the 
serosa to form a nodule on the external surface. 

The tumor cells are arranged in an acinar pattern 
so the lesion cannot be strictly regarded as anaplastic. 
However, there are tumor emboli in lymphatics, so 
lymph node involvement should not be surprising. 
It is not as well differentiated as many carcinomas. 
The periaortic nodes and the high nodes near the 
mesenteric vessels are free of tumor. The nodes close 
to the primary carcinoma do contain tumor, two 
nodes being nearly replaced by tumor. The tumor in 
the nodes is more anaplastic than the primary and 
does not form acini, thus showing that one cannot 
always tell what the appearance of a primary tumor 
will be from examination of the metastases. 

In summary the lesion is a Stage III carcinoma 
with invasion into subserosa and with lymph node 
metastases. This implies a poor prognosis. 

Dr. Friesen: As Dr. Boley has said, the presence 
of lymph node metastasis makes the prognosis some- 
what worse than if the patient had had no lym- 
phatic involvement. 

This patient does have a chance for cure, but one 
can’t be absolutely certain. For this reason and be- 
cause only local lymph nodes were involved, this is 
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the type of patient on whom I would advise a “‘sec- 
ond-look”’ operation to pick up those areas in eight 
to ten months which were not noted at the time of 
this operation. This is the type of case in which a 
“second-look” operation has not only academic or 
investigative merit, but also real therapeutic merit, 
based on our experience that a few of our cases have 
been converted to a cancer-free state through the use 
of “second-look” procedures. 

The case today demonstrates that cancer should be 
suspected in patients of any age. Further, for car- 
cinoma of the rectum, the more extensive type of 
resection with removal of mesentery and mesenteric 


lymphatics, offers a better prognosis than the lim- 
ited segmental resection. 
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1958-59 Health Statistics 


Not counting military personnel or civilians in mental or other long-term institutions, 
the American people had, all told, about 24 million impairments during the 12 months 
July 1957 through June 1958. The impairments included such chronic or permanent 
defects as paralysis, deformity, and total or partial loss of hearing and vision. This was 
the finding in the latest in a series of published statistical reports issued by the U. S. 
National Health Survey of the Public Health Service. 

The rate of impairments during the 12-month period was 141.4 per 1,000 persons in 
the civilian, non-institutional population. The report does not show the total number 
of persons with impairments. This total would be somewhat less than the number of 
impairments, since many people, particularly older people, have more than one impair- 


ment. 


For some specific conditions, however, the number of impairments reported represents 
the number of people affected. These conditions include visual impairment, hearing im- 
pairment, speech defect, mental retardation, cerebral palsy, and loss or absence of 


extremities, 


Thus, blindness—defined in this report as the inability to read ordinary newsprint 
even with the help of glasses—was reported for an estimated 960,000 people, a rate 
of 5.7 per 1,000 persons. In addition, 2,064,000 people were reported to have visual 
impairments less severe than blindness, the rate being 12.3 per 1,000. 

About 109,000 persons were reported as totally deaf, a rate of 0.6 per 1,000 persons; 
and other hearing impairments affected 5,714,000 individuals, a rate of 33.9 per 1,000. 
Other conditions reported frequently were paralysis and other defects of the limbs, back, 


and trunk; and speech defects. 


For all impairments, the proportion caused by injury was 33.0 per cent; 41.8 per cent 
for males and 22.2 per cent for females. The types of impairments having the highest 
proportions due to injury were loss or defects of extremities. The types least often due 
to injury were speech defects and blindness. 

Impairments increased with advancing age from 52.9 per 1,000 persons at ages under 
25, to 615.0 per 1,000 at ages 75 and over. Of all impairments reported, 82.2 per cent 
had been attended by a physician at some time. 

The figures are derived from the continuing nationwide household interviewing con- 
ducted for the Public Health Service by the U. S. Bureau of the Census with a representa- 
tive sample of the population. The information recorded about individuals is confidential 


and only statistical totals are published. 


The new report is “Impairments, by Type, Sex, and Age, United States, July 1957- 
June 1958,” Public Health Service Publication No. 584-B9. Copies are for sale by the 
Superintendent of Documents, Government Printing Office, Washington 25, D. C., at 


25 cents a copy. 
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The President’s Message 


Dear Doctor: 


One does not have to be a profound observer or even particularly 
politically astute to realize that the two major divisions of our political 
parties no longer are the Democratic or Republican party as we have 
known them in the past. While they carry the names by which our 
forefathers knew them, their philosophies of government are greatly 
changed. 

In our federal government we now have the liberal-labor group as 
opposed to the conservative-southern group. There is now, and will be in 
the next few years, a relatively silent, but nonetheless fierce, struggle for 
supremacy among the two ideologies. 

This writer has just returned from a trip to the nation’s Capital to 
attend the hearings on the Forand Bill before the House Ways and Means 
Committee. The hearings were conducted in a most acceptable, democratic 
manner with proponents and opponents of the bill given equal 
opportunity to espouse their cause. The testimony of the proponents 
made this observer, with built in midwestern conservatism, sit up and take 
notice. There can be little doubt that labor is intent on pushing for the 
welfare state with a strong central government firmly in control of 
your destiny and mine—and that of our children. The day of free and 
individual enterprise is in imminent danger of being submerged by, and 
subordinated to, the state. 

Whether you agree with the preceding paragraphs or not, I came away 
from Washington with a firm conviction that we, as a people, are 
derelict in our responsibilities as citizens. Our elected representatives are 
not insensitive to our thoughts and wishes. They request and value the 
opinion of their constituents. You and I, the public, are prone to 
neglect letting our lawmakers know what we think on these important 
subjects. Instead, the professional politicians and lobbyists, because their 
views are so widely expressed, mold and create congressional opinion to 
suit their own ends. 

What, as doctors, can we do? We need to take a more active and 
personal interest in politics no matter how distasteful this may seem. The 
ideal place to start is at the local level. This means attendance at 
precinct meetings with participation in discussion on local, state and 
federal matters and financial contribution to the party and candidate of 
your choice. Only by concerted effort of like thinking people can legislative 
action be directed. 

Let each of us voice our convictions and actively participate in the 
affairs of our government. You and the government will both be better 


for it. 
Fraternally, 


Men 


President 
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The detailed descriptions of diseases by the 
masters of the past never fail to excite admira- 
tion for their powers of observation and ex- 
pression. One of these examples is the descrip- 
tion by James Parkinson of that disease which 
is now commonly known by his name. Fol- 
lowing are some excerpts from that description, 
written in 1817: 

“So slight and nearly imperceptible are the 
first inroads of this malady, and so extremely 
slow is its progress, that it rarely happens, that 
the patient can form any recollection of the 
precise period of its commencement. The first 
symptoms perceived are, a slight sense of weak- 
ness, with a proneness to trembling in some 
particular part; sometimes in the head, but 
most commonly in one of the hands and arms 

. . in less than twelve months or more, the 
morbid influence is felt in some other part... . 
After a few more months the patient is found 
to be less strict than usual in preserving an 
upright posture: this being most observable 
whilst walking. . . . Walking becomes a task 
which cannot be performed without consider- 
able attention. The legs are not raised to that 
height, or with that promptitude which the 
will directs, so that the utmost care is neces- 
sary to prevent frequent falls. . . . The sub- 
mission of the limbs to the directions of the 
will can hardly ever be obtained in the per- 
formance of the most ordinary offices of life. 
. . . The patient seldom experiences a suspen- 
sion of the agitation of his limbs. Commencing, 
for instance in one arm, the wearisome agita- 
tion is borne until beyond sufferance, when by 
suddenly changing the posture it is for a time 
stopped in that limb, to commence, generally, 
in less than a minute in one of the legs, or in 
the arm of the other side. . . . The propensity 
to lean forward becomes invincible, and the 
patient is thereby forced to step on the toes 
and fore part of the feet, whilst the upper part 
of the body is thrown so far forward as to ren- 


der it difficult to avoid falling on the face... 
can no longer exercise himself by walking in 
his usual manner . . . being . . . irresistibly 
impelled to take much quicker and shorter 
steps, and thereby to adopt unwillingly a run- 
ning pace. . . . The power of conveying the 
food to the mouth is at length so much im- 
peded that he is obliged to consent to be fed 
by others. . . . As the disease proceeds towards 
its last stage, the trunk is almost permanently 
bowed, the muscular power is more decidedly 
diminished, and the tremulous agitation be- 
comes violent. The patient now walks with 
great difficulty and unable any longer to sup- 
port himself with his stick, he dares not ven- 
ture on this exercise, unless assisted by an at- 
tendant. . . . As the debility increases and the 
influence of the will over the muscles fades 
away, the tremulous agitation becomes more ve- 
hement. . . . The power of articulation is lost. 
The urine and faeces are passed involuntarily ; 
and at the last, constant sleepiness, with slight 
delirium, and other marks of extreme exhaustion, 
announce the wished-for release.” 

His prediction of a cure for the disease has 
not, as yet, proved to be as accurate. Perhaps 
we may yet fulfil his expressed hope that 
‘.. . there appears to be sufficient reason for 
hoping that some remedial process may ere 
long be discovered, by which at least, the prog- 
ress of the disease may be stopped. It seldom 
happens that the agitation extends beyond the 
arms within the first two years; which period, 
therefore, if we were disposed to divide the 
disease into stages, might be said to comprise 
the first stage. In this period, it is very prob- 
able, that remedial means might be employed 
with success: and even, if unfortunately de- 
ferred to a later period, they might then ar- 
rest the farther progress of the disease, al- 
though the removing of the effects already 
produced, might be hardly to be expected.” 
—O.R.C. 
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The Business Side 
of Medicine 


Your Life Insurance Program 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


One of the questions most frequently asked by a 
doctor—and one of the most difficult for him to 
answetr—is, ‘How much life insurance should I 
have?” The following rule of thumb has been given: 
that you should have a minimum of four times your 
annual income or maximum premiums of 10 per cent 
of your earnings. However, there is no standard 
reply. Too many factors are involved. You must 
consider your outstanding financial obligations, your 
children’s educational needs, an adequate income to 
your wife in case of your death, and your own retire- 
ment plans. 

You will, of course, need to realize that all of 
these things should not be provided for solely through 
life insurance. Your insurance program must be coor- 
dinated with your other investments. If not, you may 
well be paying out money for unnecessary protection. 


Planning Your Program 


Planning your life insurance program is an impor- 
tant, but very individual process. Here is some gen- 
eral information that will be helpful to you in decid- 
ing what to do. 

1. The primary purpose of life insurance is to 
give you protection. It is the cheapest and best pro- 
tection you can buy. 

2. While term insurance has no cash value, it is 
least expensive of all for protection only. Be cer- 
tain that you get renewable and convertible term in- 
surance if you buy. 

3. Ordinary life insurance provides protection with 
a cash value. It is the lowest net cost and lowest 


Mr. Wehrenberg is Missouri-Kansas manager, Profes- 
sional Management Midwest, 4010 Washington Street, 
Kansas City, Missouri. 


premium whole life insurance you can buy. Different 
plans are available. 

4. Endowment insurance emphasizes savings rath- 
er than protection. Its investment yield is low and 
protection is limited; however, it is a forced savings 
plan for those who might otherwise not be able to 
save. 

5. Annuities are also primarily a savings plan and 
can be purchased in many types. They are a means 
of providing a fixed income, particularly to older 
persons. 

There are still other available plans that can be 
explained to you by your insurance agent. You will 
want to know what is available and what you are 
getting. You should also look into the history of the 
insurance companies, compare the cash surrender 
values, the loan privileges and the optional modes 
of settlement, as well as the premiums. Annual pre- 
miums are most economical. On other than an annual 
basis, you can estimate that you are paying approx- 
imately three per cent to four per cent interest. 

Careful attention should be given to the modes of 
settlement you select. Lump sum payments are useful 
for settling outstanding obligations, taxes, or funeral 
expenses. 

Installment payments for a fixed period assure the 
beneficiary of a fixed income for a definite time. You 
will want to be certain you have provided the in- 
come for the length of time the need will exist. 

Proceeds may be left with the company at interest 
to provide for emergency or educational funds. 

Income options are available in various types. If 
you select a certain period, be sure it covers the length 
of time your children will be dependent. 
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The Tax Angle 

Finally, don’t overlook the tax angles! Insurance 
policies are varied and difficult to read. Many mis- 
takes have been made in the purchase of life insur- 
ance. Your wisest move is to select a reliable insur- 
ance agent whom you trust and make him responsi- 
ble for your program. 

In summary remember that life insurance can be 
purchased for protection or for savings. Your fore- 


most aim in purchasing insurance should be to get 
the most protection for the lowest cost without sac- 
rificing safety. 

Before buying insurance for old age security or 
financial emergencies, don’t overlook other sources 
of investment. Select the way or combination of ways 
best suited to your objectives and income, and you 
can be certain your insurance program is right for 
you. 


Physicians’ Entertainment Expense Deductions Defined 


A recent tax ruling by the Department of Internal Revenue defines a physician’s enter- 


tainment expense deductions as follows: 


“1. A physician may deduct on his federal income tax return the costs of entertainment, 
provided he can establish to the satisfaction of the Internal Revenue Service, by appro- 
priate evidence, that such expenses are ordinary and necessary business expenses and 
clearly related to the production of business income. 

“2. The amount of the deduction must be proven and its reasonableness determined. 
Once the amount is established, the deduction may be claimed when the doctor is able to 
show that the entertainment had a direct relationship to the conduct of his practice, and 
can show the business benefit reasonably to be expected from the expenditure. The general 
statement that he hoped or expected to get referrals or patients as a result of the enter- 
tainment is not enough. If personal reasons predominate, the expenditure may not be 
deducted, even though there is some possibility of a business benefit. Except in the case 
of industrial physicians, entertainment of individuals who are not doctors will not ordi- 
narily qualify because the possibility of benefits to be expected are so remote as to be 
negligible. In some instances of the entertainment of patients, the same general rules apply 
as in the entertainment of other doctors, and the clear relationship of the expenditure to 
reasonably expected income must be shown. The same rules also apply to civic and other 


club dues. 


“Criteria to be used in establishing the deductibility of entertainment expenses include, 


but are not limited to, the following: 


(a) Specific purpose of entertainment. 


(b) Nature of the practice of the doctor incurring the expenditure. 
(c) Period of time the doctor has been in practice and the number of patients he 


already has. 


(d) Percentage of his patients received as referrals. 
(ce) Names of individuals entertained and reason why additional income could be 


expected from each. 


(f) Whether or not referrals were actually received from the doctors entertained and 
any indication of the effect of the entertainment on these referrals. 

(g) Number of times individual doctors were entertained during the year, inasmuch 
as repeated entertainment indicates a personal motive. 

(h) Whether or not other doctors in the same type practice in the locality have enter- 
tainment expenses.” —The Pennsylvania Medical Journal. 
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Editorial 
COMMENT 


The reply of F. J. L. Blasingame, M.D., Executive 
Vice President of the American Medical Association, 
to seven questions asked by the Honorable Clark W. 
Thompson, member of the House of Representatives 
from Texas, appears worth repeating. Doctor Blasin- 
game’s reply follows in its entirety. 


Dear Congressman Thompson: 

Thank you for your recent letter and your interest 
in medical education. 

It is indeed a pleasure to bring you an up-to-date 
report on the status of medical education in the 
United States. As you know, I am proud of the ac- 
complishments of our medical schools and have 
great faith in their ability to train enough physicians 
to meet the needs of our growing population. 

You asked seven important questions about the 
medical education picture. Let me answer them one 
by one. 

First, has the number of physicians graduated from 
approved medical schools kept pace with the growth 
of the Nation’s population? Over the long haul, the 
increase in medical graduates is much greater pro- 
portionately than is the increase in the population. 
From 1920 to 1958, the percentage of increase in 
medical graduates from approved schools was 125 
per cent, compared with a 64 per cent increase in 
population. In the past 20 years, the percentage 
figures are fairly comparable: 32.1 per cent increase 
for graduates; 33.4 per cent increase for population. 

The future, I believe, looks bright. Each year, for 
the past 11 years, the number of students enrolled 
in approved medical schools has increased. This boost 
in enrollment amounts to 29.6 per cent (from 22,739 
to 29,473). 

Your second question was whether medical schools 
seek to restrict the number of medical students. Two 
factors make it necessary for a school to establish an 
arbitrary top enrollment figure: facilities and budg- 
etary funds available to operate the school. Each 
school faculty determines the number of students 


Medical Education 


who can have a sound education with the faculty per- 
sonnel and the facilities available to the school. 

Medical education is a graduate educational ex- 
perience following the completion of the regular col- 
lege course, and because of the subject matter covered 
requires individual and small group instruction. To 
turn out well-trained, highly qualified physicians the 
school requires a large faculty of skilled educators, 
plus sufficient teaching and research laboratories, hos- 
pital beds and clinical patients. The number of stud- 
ents that can be taught must be necessarily restricted 
to fit the facilities so that the emphasis can be on 
quality of the graduate rather than on the quantity 
of students. 

Third, you asked: What is the ratio between ap- 
plicants to medical schools and those accepted? The 
answer is 1.97 (15,791 applicants for first year medi- 
cal school to 8,030 places available). This ratio has 
remained about the same for the past 5 years. 

Incidentally, a common confusion that arises in 
discussing applicants to student ratio is mistaking ap- 
plications for people (applicants). Each person ap- 
plies, on the average, to four medical schools. Thus, 
for the 1957-58 academic year, the 15,791 applicants 
fiied a total of 60,946 applications. 

Next, you asked if it is true that only students 
with an A college academic record are accepted into 
medical school. That has never been true. About one- 
sixth of the entering medical students for the whole 
country have A college records, about two-thirds 
have B records, and about one-sixth have C records. 

Your fifth question was: Is the number of medical 
schools increasing in the United States? In 1944, 
there were 77 approved medical schools, including 
eight 2-year schools from which students had to com- 
plete their final 2 years of medical education in any 
of the 69 4-year schools. In 1958, there were 85 ap- 
proved medical schools. Eighty-one are 4-year schools ; 
only four, 2-year schools. 

Two other schools are under development. As a 
step toward still further expansion of medical school 
facilities, the American Medical Association last year 


367 


4 


368 


urged ‘institutions of higher education where medi- 
cal education has not been undertaken in the past to 
give serious consideration to the development of op- 
portunities in the field.’ 

Sixth. Has the American Medical Association any- 
thing to do with the number of enrollments in medi- 
cal schools? Enrollments are strictly determined by 
each individual medical school. Neither the universi- 
ties nor their medical schools would permit an in- 
trusion into their academic freedom by a national 
professional association. 

Your final question asked whether I think it is 
necessary for Federal funds to be provided for medi- 
cal schools. The medical profession welcomes one- 
time Federal grants for medical school construction 
and renovation as well as Federal grants for basic re- 
search. The profession has been opposed to continu- 
ing Federal aid for operating expenses because of the 
potentialities therein for Federal control. 

I should like to point out that the National Fund 
for Medical Education, which raises funds from in- 
dustrial sources, and the American Medical Educa- 
tion Foundation, which raises funds from the medical 
profession, have made grants in excess of $10 million 
to medical education over the past 8 years. 

I hope this information will aid you in analyzing 
bills introduced in the 86th Congress which pertain 
to the training of physicians. As further background, 
I am sending along a copy of the most recent annual 
report prepared by our council on medical education 
and hospitals, which was published in the Journal of 
the American Medical Association, November 15, 
1958. It provides additional data that you might find 
useful. 

I am happy that you wrote me after conferring 
with our mutual friend, Dr. John Truslow. If I can 
provide any additional information, please make your 
wishes known.” 


Executive Assistant 


On July 1, 1959, James S. Imboden joined the staff 
of the Kansas Medical Society as Executive Assistant, 
to fill a vacancy which occurred in the resignation of 
Rueben Dalbec. 

Mr. Imboden, now in his early 30’s, has been a 
resident of Topeka for the past 11 years. During this 
time, he taught in the. Topeka public schools, worked 
with the Topeka Chamber of Commerce, and until 
coming to the Society, was affiliated with the New 
England Mutual Life Insurance Company. 

Since Mr. Dalbec’s resignation, approximately 20 
applications had been received for this position. The 
president carefully reviewed all information available 
about each of these applicants. Four were submitted 
to the Executive Committee and this Committee in 
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session on Saturday, June 27, recommended Mr. Im- 
boden. 

The Society is proud to have Mr. Imboden in the 
Executive Office. He will shortly visit the component 
societies to become aquainted with the physicians of 
Kansas and will, besides being office manager, assume 
responsibility over many of the committees and other 
projects in which the Society is interested. 

With Mr. Imboden and Mr. Dallas Whaley, who is 
Managing Editor of the JouURNAL, and who will in 
addition to those duties also give some time to other 
Society sponsored projects as an Assistant Executive 
Secretary, the Kansas Medical Society now once again 
has a full complement of employees and with the 
coming of the fall activities can be in position to ren- 
der to its members, other associations and agencies, 
and the general public, a larger service than ever be- 
fore. 


State Society Dues 


A private firm of accountants in New York City 
recently completed its report of activities of 49 state 
medical societies. This project has been in operation 
for approximately one year and contains much com- 
parative information about activities carried on 
throughout the United States. The report is dated 
June 29, 1959. 

Available from this source is the amount of dues 
collected by each of the constituent associations. The 
report identifies states by name and is available in 
your Executive Office, should any member have spe- 
cific questions to ask. Here, however, is offered one 
segment of the report, that relating to state dues. 

Four states charge dues of $25. None have dues 
of lesser amounts. Three of these states are relatively 
small, one is large in population. 

Twenty-six states have dues ranging over $25, in- 
cluding $50, of which ten are $50. In 12 states the 
dues are over $50, including $75. Five states charge 
more than $75 but less than $100. Two states, both of 
them low in population, charge more than $100 for 
annual dues. One is $120, the other $145. 

Four states charge the same dues as are charged in 
Kansas. In 18, the dues are equal to or below the Kan- 
sas assessment and in 31 states the dues are higher. 

It might also be of interest to note that in 11 states, 
membership in the A.M.A. is mandatory, and in nine 
states, contribution to A.M.E.F. is included in the 
annual dues. 


Automobile Safety 


The Kansas Medical Society has a Committee on 
Safety, which requests advice from the membership 
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AUGUST, 1959 


concerning activities in this field that may be bene- 
ficial. 

On July 6, of this year, the American Medical As- 
sociation submitted a report of recommendations on 
automobile safety which will become an item on the 
agenda of the Kansas committee. The American Med- 
ical Association has expressed an interest in this sub- 
ject through activities of the House of Delegates re- 
peatedly since 1929, and since 1955 has had a con- 
tinued Committee on Medical Aspects of Automobile 
Injuries and Deaths. 

This committee states: 

“As the result of our studies, we are convinced that 
if speed, recklessness, and drunken driving are con- 
trolled, and if improvements in automobile engineer- 
ing are provided to protect those involved in colli- 
sions, then the present appalling toll of injuries can 
be substantially reduced. We are further convinced 
that enough facts are at hand to accomplish this pur- 
pose.” 

The committee emphasizes that driving is a privi- 
lege rather than a right and recommends development 
of better medical standards for driver licensing. A 
guide book on this subject for state licensing agencies 
has been prepared. Also prepared is a guide for phy- 
sicians in determining the individual’s driving fitness 
and a pamphlet designed for popular use entitled 
“Are You Fit to Drive?” 

A further major concern has to do with improve- 
ment of safety design in the construction of automo- 
biles. The American Medical Association committee 
lists this as promising. ‘Improvement of the design 
and safety equipment of automobiles promises the 
greatest possibility for rapid reduction in the automo- 
bile injury and death toll.’”’ Nine specific recommenda- 
tions are made: 

1. Anchorage for seat belts should be standard 
equipment. The public also needs education in the 
value of seat belts. The only evidence so far pre- 
sented against seat belts is in the number of deaths 
in sports cars during roil-overs. This is not an argu- 
ment against seat belts but against the design of such 
cars which do not provide roll-over bars. It should be 
quite simple to incorporate such a bar in the wind- 
shield and a second one back of the seat. 

2. Crash padding of the dash, roof, and other 
areas should be provided. 

3. An improved steering wheel and recessed post ; 
perhaps a collapsible assembly. 

4. Safety door locks should be standard in all 
cars. 

5. Removal of dangerous knobs, buttons, sharp 
edges, and other gadgets. 

6. Seats should be securely anchored to the floor 
of the car and should be locked into position. They 
should also be high enough in the center to protect 
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the neck in a rear-end impact and prevent neck-snap 
injury (also called whiplash). 

7. Eliminate the deck behind the rear seat as a 
storage place for flying missiles or provide it with an 
effective retaining rail or construct it as a recessed 
pocket. 

8. Eliminate sharp, pointed hood ornaments. 
These fill no functional need and are potentially 
lethal to pedestrians. 

9. Eliminate other hazardous exterior design fea- 
tures such as sharp, pointed bumper ornaments. 

In addition to the above, the committee makes 
further suggestions on the subject of improved 
shock absorbing bumpers, polarized headlight lenses 
with oppositely polarized windshield spot, improved 
glass design to meet optical standards, protective side- 
swipe bumpers along the sides and warning reflectors 
for the sides of automobiles. They suggest the pro- 
vision of accurate speedometers with an audible 
warning device to denote when safe speed has been 
passed. A further suggestion is to make some of the 
ornaments like chrome and expensive gadgets optional 
equipment and to install safety equipment as standard 
features of automobiles. 

In 1955 the following resolution was adopted 
by the American Medical Association House of Del- 
egates: 

“WHEREAS, Traffic accidents in the United States 
claim 38,000 lives and 1,250,000 injured each year, 
with a probable 45 per cent increase in vehicle mile- 
age in the next ten years; and 

“WHEREAS, This death and accident toll could be 
materially reduced through improvement in auto- 
motive safety design and construction; and 

“WHEREAS, All other modes of public transporta- 
tion except automobiles are already safeguarded by 
Federal safety standards, therefore be it 

“Resolved, That the American Medical Associa- 
tion, through its House of Delegates, strongly urges 
the President of the United States to request legisla- 
tion from Congress authorizing the appointment of 
a national body to approve and regulate safety stand- 
ards of automobile construction.” 

This is the framework within which the Kansas 
Medical Society Committee on Safety will begin its 
activities. Further ideas from the membership are 
most welcome. 


Watermelon Fantasy 


Do watermelon seeds or juice counteract high blood 
pressure? Well, such claims have been made, says a 
consultant writing in the ].A.M.A., but there is 
no convincing evidence that watermelon or its seed 
extract has any medical value other than through 
power of suggestion. 
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MEN AT WorK ON K.MS.-B.S. RELATIONS 


In letters to Blue Shield, physicians have a way of 
making their points very clear. 
Exam ples— 


“Your anesthesia payment under Plan A is ridiculous.” 
... “Your request for a pathological report is com- 
pletely unreasonable and I am sure that you are suff- 
ciently informed of general medical practice to realize 
that a biopsy of this tumor is practically unobtainable.” 
. . . (A radiologist writes, “Your description of the 
50 per cent X-ray Rider is misleading to the patient 
and regardless of his income makes him think that 
half of my fee is covered.) . . . “I must vigorously 
protest any attempt to base payments solely on any 
set of rigid numbers no matter how arrived at or by 
whom.” ... “I am not only interested in having these 
particular claims corrected, but would like to feel that 
my patients and I do not have to regard Blue Cross- 
Blue Shield management with suspicion. I have induced 
many persons to join and do not want to feel that they 
are going to be let down.” 


Complaints such as these form part of the grist 
for the relations mill. Of course, each individual 
physician’s complaint or suggestions must be handled 
properly and fairly. It is a year round job in dealing 
with the several hundred complaints received. How- 
ever, in perspective, out of 140,000 cases between 
doctors and Blue Shield, the complaints are relatively 
few in number. 


Broader Problems 


Relations work involving direct contact between 
Blue Shield and the individual Participating Physician 
is one part of the job, but another and equally im- 
portant part comes about due to the broader ques- 
tions which have to be considered. For example, a 
large national employer writes, “Will it be possible 
for your Plan to offer our employees in Kansas a 
$6,000 service income ceiling?’ Another broader 
question from the Blue Shield Commission, ‘What 
position will your Plan take in regard to the Ameri- 
can Medical Association statement concerning the 
development of a good prepayment program for the 
aged?” 

A good relations program must aim at handling 
and solving the individual problems and also to find 
a way to channel the decision-making on the broader 
problems. The purpose of this discussion is to demon- 
strate the team approach which has been followed by 
Blue Shield in Kansas to carry out its relations pro- 
gram with the physicians of Kansas. The essence of 
the Kansas physician relations approach is based on 
the idea of relating to physicians through physicians. 

At the basis of our relationship is the sponsorship 


and control of Blue Shield by the Kansas Medical 
Society through its House of Delegates and organized 
committees. K.M.S. House of Delegates is recognized 
as the highest authority in the organizational structure 
of Blue Shield as shown by a chart on the following 
page. 

The decision-making process and the communica- 
tions methods which are followed in arriving at de- 
cisions is carried forward by Blue Shield in its work 
with three key committees: 

1. The Committee on Fee Schedules 
2. Committee on Blue Shield Relations 
3. Joint Conference Committee 


W. J. Reals, M.D. 
His Job Is Fees 


Dr. W. J. Reals, Wichita, heads a 15-man com- 
mittee of specialty representatives. Their function is 
to arrive at equitable relationships in the relative 
value of the various procedures. The Committee on 
Fee Schedules thinks of its work as not only helping 
Blue Shield in recommending payments, but also in 
dealing with all statewide schedules. This committee 
has just successfully produced a Relative Value Index 
for Kansas which has received nationwide attention. 
Its main job ahead is to develop a basis of surveying 
physicians’ charges in Kansas and adjusting the Rela- 
tive Value Index as indicated. The function of the 
committee is to recommend to Kansas Medical Soci- 
ety and Blue Shield the proper relationships in the 
payment of procedures. 


O. R. Cram, M.D. 
His Job Is Policy Recommendations 


Dr. O. R. Cram, Larned, heads a committee of 17 
physicians representing each of the Councilor Dis- 
tricts. Major policy questions for Blue Shield are 
taken to this committee for recommendations and 
modifications. The recommendations of this commit- 
tee on major matters proceed to the House of Dele- 
gates. 

Recent accomplishments of this committee: 

e Resolution favoring Plan C passed by the House of 


Delegates 

© Resolution permitting local medical societies to nego- 
tiate special agreements with Blue Shield 

e Resolution on the further study of utilization by local 
hospital staff utilization study committees 


Major job this year: 
© Setting up staff committees for the study of utiliza- 
tion in each hospital 


e Recommendations on changes in Blue Shield Plans 
A and B for the 1960 House of Delegates. 


370 


= 

4 


Dr. O. R. Cram 


Dr. Glenn R. Peters 
i Larned 


ansas City 
K.M.S. President 


Dr. E. J. Ryan 
Emporia 
Blue Shield President 


Dr. — Collins Dr. James B. Fisher Dr. W. J. 


Relations Chairman 


Reals 
Wichita 


Wichita 
Fees Chairman 


Blue Shield 
Vice-President 


Topeka 
Blue_ Shield 
Past President 


Their Job Is Broad Planning 


This committee, established in 1958, was successful in producing the Statement of Purpose of Blue 
Shield which was accepted by the Blue Shield Relations Committee and the House of Delegates. It is the 
purpose of this committee to provide a means for joint planning by the Kansas Medical Society and Blue 
Shield in the process of establishing policy on major matters. 

Their work this year: Exploring with the Kansas Hospital Association a basis for developing a program 
for the Senior Citizens of Kansas in conformance with the American Medical Association’s statement that 


local medical societies should develop such programs. 


JOINT STAFF OPERATIONS 


Oliver Ebel 
His Job Is Coordinating 


As Executive Secretary of K.M.S., Oliver Ebel co- 
ordinates the work of all com- 
mittees. By working with Blue 
Shield in the matter of policy 
questions and timing, he keeps 
the relations machinery running. 
His meeting schedule is fabu- 
lous, not only in his work with 
Blue Shield, but in the planning 
of well over 200 meetings of 
society committees and conventions during the year. 


K.M.S. Executive 
Secretary 


Proctor Redd 
His Job Is Programming 


As Director of Professional Relations of Blue 
Cross-Blue Shield, Proctor 
Redd’s job description indicates 
that he is “responsible for de- 
veloping and maintaining har- 
monious workable relationships 
with all professional groups in 
the health care field.’’ Thus, this 
job calls for programming the 
Blue Cross-Blue Shield relations 
activity with hospitals and physi- 
cians to the end that policy questions are handled by 
the appropriate relations committees. 


Professional Relations 
Director 
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Jim Parmiter 
His Job Is Interpreting 


As manager of Physician Relations, Jim 
miter MEETS with outside group 
of physicians, KEEPS Participat- 
ing Physicians adequately in- 
formed on Blue Shield policies, 
INTERPRETS physicians’ atti- 
tudes and needs to Blue Shield, 
aot to mention a certain amount 
of TROUBLE SHOOTING. 


House of Delegates 
Kansas Medical Society 


Manager, Physician 
Relations 


KMS Council 


Committee 
on Fee 


Schedules 


BLUE SHIELD 
BOARD OF TRUSTEES 
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REVIEWS 


Love, Skill and Mystery, a handbook to marriage. 
By Theodor Bovet. Price $3.50. P. 183. New York, 
Doubleday & Company, Inc., 1958. 


This is not a scientific publication but is rather a 
common sense treatise on marriage written in the 
tradition and experience of a marriage counselor. It 
might serve as an excellent reference by the doctor to 
prospective marital partners.—].A.S. 


Epilepsy. By Manfred Sakel. Price $5.00. P. 204. 
New York, Philosophical Library, Inc., 1958. 


This small book on epilepsy makes for interesting 
reading of the descriptive approach to the convulsive 
disorders. It adds nothing in the way of new knowl- 
edge and in many ways does not conform to modern 
views, both neurophysioiogic and clinical, having to 
do with the subject. It is the last contribution of a 
man who has contributed much in the field of psychi- 
atry and particularly to insulin shock therapy.—J.A.S. 


Psychopathic Personalities. By Harold Palmer. Price 
$4.75. P. 175. New York, Philosophical Library, 
1957. 


This small book may serve as a handbook reference 
for practicing psychiatrists, particularly into the vari- 
ous nosologic entities of their specialty. Brief dis- 
courses on psychopathic personalities, schizophrenia, 
depressive states, etc., are presented succinctly. For 
those practitioners who desire a ready reference to the 
various psychiatric clinical entities, such an edition 
would serve a useful purpose in their libraries —].A.S. 


Correlative Neuroanatomy and Functional Neurol- 
ogy. Ninth Edition. By Joseph G. Chusid and Joseph 
]. McDonald. P, 337. Los Altos, California, Lange 
Medical Publications, 1958. Price $4.50. 


The fact that this most useful treatise on neuroanat- 
omy from a clinical standpoint is entering its ninth 


edition is adequate testimony to its usefulness, partic- 
ularly to the student of clinical neurology and neuro- 
anatomy. Careful and useful anatomic diagrams plus 
numerous commentaries on various clinical states 
make this handbook a most effective source of refer- 
ence for the medical student, the student of neurology, 
and also the practitioner of clinical medicine.—J.A.S. 


BOOKS RECEIVED 


Books received by the JoURNAL OF THE Kansas MEDICAL SOCIETY 
are acknowledged in this column. Selections will be made for 
more extensive review in the interests of readers as space permits. 
Members of the Society, from time to time, review these books 
and their critique is presented in this section. The reviewers 
pr met the complimentary book from the publisher for their 
efforts. 


A TEXTBOOK OF MEDICINE—Ed. 10. Edited by 
Russell L. Cecil, M.D., Sc.D., Professor of Clinical Med- 
icine, Emeritus, Cornell University, and Robert F. Loeb, 
M.D., Sc.D. Hon. Causa., LL.D., Bard Professor of Med- 
icine, Columbia University. 1,665 pp. and Index. IIlus- 
trated. Price $16.50. W. B. Saunders Co., Philadelphia, Pa. 


1959. 


PATIENT CARE AND SPECIAL PROCEDURES IN 
X-RAY TECHNOLOGY—Carol Hocking Vennes, R.N., 
B.S., formerly Surgical Supervisor and Clinical Instructor, 
University of Minnesota Hospitals, Minneapolis, Minn., 
and John C. Watson, R.T., Director of Courses in X-ray 
Technology, University of Minnesota Hospitals, Minne- 
apolis, Minn. 203 pp. Illustrated. Price $5.75. The C. V. 
Mosby Co., St. Louis, Mo. 1959. 


HYPERTENSION—The First Hahnemann Symposium 
on Hypertensive Disease. Edited by John H. Moyer, M.D., 
Professor and Chairman of the Department of Medicine, 
Hahnemann Medical College and Hospital. 790 pp. Illus- 
trated. Price $14.00. W. B. Saunders Co., Philadelphia, 
Pa. 1959. 


FUNDAMENTALS OF OTOLARYNGOLOGY—Ed. 3. 
A Textbook of Ear, Nose, and Throat Disease. By Law- 
rence R. Boies, M.D., Professor of Otolaryngology, Chair- 
man, Department of Otolaryngology, University of Minne- 
sota Medical School. 510 pp. Illustrated. Price $8.00. W. B. 
Saunders Co., Philadelphia and London. 1959. 


YOUR MIND CAN MAKE YOU SICK OR WELL— 
by Curt S. Wachtel, M.D., member of American Chemical 
Society, New York State Medical Society, the New York 
Academy of Sciences, the New York Council of Surgeons, 
and Fellow of Psychosomatic Medicine. 244 pp. Price $4.75. 
Prentice-Hall, Inc., Englewood Cliffs, N. J. 1959. 
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Looks at 


In Most Cases THE FEES 
ARE REASONABLE 

What do you think of your family doctor? Is he 
efficient, dependable and is he charging you a fair 
fee for his services? 

In 99 per cent of the cases here in Coffeyville, we 
would bet most of the people would tell you they 
have a lot of confidence in their doctor's ability, and 
that he earns every penny he makes. 

We fall in that category. This is the reason we 
were a bit upset over President Eisenhower's recent 
request that doctors keep their fees within reason. 
The request was reasonable, but it did open the 
avenue of thought for some people that all doctors 
overcharge for their services. 

This simply isn’t fact. 

We would be the last person in Coffeyville to 
argue that our doctors aren’t well paid. Some of the 
fees they collect make the receivers’ income tax pay- 
ments look small by comparison. But when those 
bills are analyzed item by item, in most cases the 
totals become less unreasonable. 

When you take into consideration the time and 
effort it takes for one to become a doctor, and the 
gravity of their work, it is easier to understand why 
they must be well paid for services rendered. 

Another consideration is the amount of money 
required for a doctor to equip his office, pay his 
staff and keep up with the latest advances in med- 
icine. It is no small amount any way you look at it. 

We think they earn every nickel they charge—in 
most cases.—The Coffeyville Journal, June 16, 1959. 


To Give Us More Doctors 


With the ills of a growing population to be treated 
and the mysteries of cancer, heart disease, and men- 
tal illness yet to be solved, the function performed 
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Medicine 


Editor’s Note. In this section the JourNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


by trained medical men in the interests of our na- 
tional welfare continues vital. How well fitted our 
physicians are for the task depends largely on the 
teachers in our medical schools. Retaining capable 
medical teachers poses a continuing problem because 
they, as teachers throughout our educational system, 
are often not as well rewarded as they should be. 

Anything that can be done to encourage talented 
teachers to remain at their academic posts is, there- 
fore, to be welcomed. 

Such a step is the Medical Faculty Award pro- 
gram of the Lederle Laboratories Division, American 
Cyanamid Company, which has given $1,500,000 to 
91 outstanding young physicians since 1954. 

This year $279,000 in three-year grants is being 
divided among just 13 promising instructors or as- 
sistant professors, an average of $20,720 each. In 
some cases this will pay the recipient’s full salary. 
In others, it will be in addition to the salary he 
receives and it is hoped will enable the faculty man 
to earn as much teaching as he might in industry or 
private practice. 

Dr. Maxwell Finland of Harvard is chairman of 
a committee of medical educators which chooses the 
recipients in the field of anatomy, biochemistry, mi- 
crobiology, pathology, pharmacology, physiology and 
medical genetics. It also includes Dr. Windsor C. 
Cutting, Stanford; Dr. Harry F. Dowling, Illinois; 
Dr. Robert F. Pitts, Cornell; Dr. George Sayers, 
Western Reserve; Dr. Morris F. Shaffer, Tulane; and 
Dr. Douglas H. Sprunt, Tennessee. 

In our demands for better health care, we need 
a constant source of physicians. They will be needed 
in clinics and hospitals and also in the armed serv- 
ices, the public health service and in laboratories of 
all kinds. 

The Lederle Medical Faculty Awards are a step 
by private enterprise toward educating doctors in 
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the great numbers that will be required. It is hearten- 
ing to know that other companies are following the 
public spirited lead of the Pearl River, N. Y., firm 
in this important field of education—Great Bend 
Daily Tribune, July 16, 1959. 


RESEARCH AND INDUSTRY 


While the battle for new industries is being waged 
by the dozens of local industrial development asso- 
ciations and Chambers of Commerce throughout the 
state, it may well be K.U.’s new engineering Science 
Research Center that will be the weapon to help in- 
dustrialize this entire area. 

The importance of the new project, that involves 
a comparatively few people and few dollars, is yet 
to be realized by the people of Kansas. It will be 
housed in a $200,000 building and will start with an 
annual budget of $50,000, which during a five year 
period, will increase to a half million. 

Chancellor Franklin Murphy refers to the new 
Center as ‘“‘potentially one of the most significant 
developments in the history of the university.” And 
there is plenty of support for his belief that it will 
provide “vital support to industrial expansion . . . in 
Kansas and other parts of the midwest.” 

The Topeka Daily Capital says that ‘Doctor Mur- 
phy is not alone in the belief that the availability 
of adequate research facilities is essential to the deci- 
sion on locating industry. The state of North Caro- 
lina has been advertising in nationally circulated 
magazines its ‘research triangle,’ an area between 
Duke University, North Carolina State college, and 
the University of North Carolina. The most prom- 
inent feature of the triangle is a new Research Insti- 
tute, the first achievement of the new North Carolina 
Research Foundation. Its facilities are being freely 
offered to industry.” 

Quoting from a recent article in the Wall Street 
Journal, attention is called to the steady and rapid 
growth of space age industry in the Boston area. The 
Massachusetts Department of Commerce estimates 
that about 250 of them have set up shop in the vicin- 
ity of Boston. The reason? The Wall Street Journal 
says this is “the most highly developed research cli- 
mate in the United States. . . . It offers a rich supply 
of scientific skills, stemming in part from the pres- 
ence of Massachusetts Institute of Technology and 
Harvard; an intangible but nonetheless important, 
atmosphere of ‘creativity’ and a cultural and recre- 
ational environment that the companies believe keeps 
scientists and engineers happy.” 

At the beginning the three or four professors who 
will staff the Center will apply their efforts towards 
basic research instead of gadgetry. The Chancellor 
already has three or four “nationally known” re- 
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search professors in mind for the important work to 
be undertaken. Within five years the staff will be 
gradually expanded to eight or ten senior research 
engineers as well as 30 or more co-workers such as 
post doctoral fellows and research associates. 

Chancellor Murphy has the rare talent of being 
able to make dreams come true and he considers this 
new Research Center essential, in his self-styled ‘‘al- 
most fanatical conviction’ that industrial develop- 
ment in years to come will rely more heavily on re- 
search centers than anything else in determining 
new plant locations. 

Under his direction the University of Kansas Med- 
ical Center developed within the span of a few years 
into one of the most important institutions of its 
kind in the entire nation. Without his vision and 
abilities to make them become reality, the tremendous 
strides by the Medical Center could have lagged for 
many years. 

By the same token, under his direction, the new 
Center promises to grow with equal rapidity in mak- 
ing the University of Kansas one of the important 
places in the world in the field of research. 

And one of the most important aspects of the 
new Center will be its influence in retaining the 
brilliant young minds being trained and educated 
in Kansas that heretofore have been going to other 
states, 

“From the mountain of knowledge that they will 
build, all of us will be able to see farther and bet- 
ter” Dr. Murphy said. And industry will see Kansas 
and the Midwest more clearly with this progressive 
step forward.—Great Bend Daily Tribune, June 30, 
1959. 


Overcoming Excess Hair 


Eighteen of 21 women bothered by excessive hair 
growth had excellent to good results from taking small 
daily doses of prednisolone, a synthetic hormone, re- 
port Drs. William H. Perloff, Bertram J. Channick, 
John H. Nodine, and Harry E. Hadd, M.A., of Tem- 
ple University School of Medicine. In each case, the 
hairiness was apparently due to overactivity of the 
adrenal glands which then produced excessive amounts 
of certain hormones, they write in the A.M.A. Ar- 
chives of Internal Medicine. The synthetic hormone 
apparently combatted this tendency. The value of this 
finding is expected to be limited by the fact that 
prednisolone can cause severe side effects in some 
patients and must be used only under close super- 
vision. 


There are hardly two creatures of a more different 
species than the same man, when he is pretending to 
a place, and when he is in possession of it. 

—Lord Halifax 
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President Eisenhower's power of veto has been a 
powerful weapon in his fight against big spending 
programs of the Democrats. 

His outstanding use of the power so far in this 
session of Congress was the veto of the Democratic, 
catch-all $1,375,000,000 housing bill. Mr. Eisen- 
hower said the measure was extravagant and infla- 
tionary. He warned that the fight against inflation 
could not be won “if we add one spending program 
to another without thought of how they are going 
to be paid for and invite deficits in times of general 
prosperity.” 


Housing Bill 


The housing bill included three provisions of in- 
terest to the medical profession. One provision, en- 
dorsed by the American Medical Association, would 
have authorized Federal Housing Administration 
guarantees of loans for construction of proprietary 
nursing homes. The second provision would have 
authorized direct federal loans for housing for in- 
terns and nurses. The third would have authorized 
both such loans and guarantees for housing for eld- 
erly persons. 

Mr. Eisenhower objected to direct loans for hous- 
ing for the aged. But he directed his main attack 
against the legislation’s public housing and urban 
renewal provisions. 

The President also vetoed a wheat price support 
bill which, he charged, ‘‘would probably increase . . . 
the cost of the present excessively expensive wheat 
program.” 

The threat of a veto also caused the Democrats to 
retreat and cut back their airport construction legisla- 
tion. 

These actions improved prospects for a balanced, 
or near-balanced, budget in the current fiscal year. 
Another factor working for a balanced budget is the 
economic upsurge which means more federal rev- 
enue than originally estimated. 

But Congress voted more for medical research 
than the President wanted. However, all of it may 
not be spent because the President has the authority 
to hold back part of it. : 
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Washington 
—€e HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


The Senate voted $481 million and the House, 
$344 million, for the National Institutes of Health— 
as against $294 million requested by Mr. Eisenhower. 
It was mandatory that a House-Senate Conference 
Committee, in working out a compromise between 
the House and Senate figures, approve a larger 
amount than the President requested. 


Forand Bill 


The House Ways and Means Committee held 
hearings on the controversial Forand bill which 
would finance medical and hospital care of the aged 
through the social security system. Witnesses for the 
medical profession vigorously opposed the legislation. 
Dr. Leonard Larson, Chairman of the A.M.A. Board 
of Trustees, and Dr. Frederick C. Swartz, Chairman 
of the A.M.A. Committee on Aging, presented the 
A.M.A.’s views. 

Representatives of various state medical societies 
either testified or presented statements in opposition 
to the legislation which would be financed through 
higher social security taxes and which would cost 
about $2 billion a year. 

On another legislative front, A.M.A, witnesses— 
Dr. George M. Fister, a member of the A.M.A. Board 
of Trustees and Chairman of the A.M.A. Council on 
Legislative Activities, and Dr. Vincent W. Archer, a 
member of the A.M.A. House of Delegates and the 
A.M.A. Committee on Federal Medical Services—tes- 
tified before the Senate Finance Committee in sup- 
port of a House-approved bill (Keogh-Simpson) 
that would provide tax deferrals for self-employed 
persons who invest in qualified pension or retirement 
plans. 

Dr. Fister testified that high taxes and inflated 
living costs make it “difficult for the self-employed 
person to set aside adequate funds for retirement 
without a tax deferment similar to that available for 
corporate employees.” 


Live Polio Virus Vaccine 


Experts from 17 nations gave favorable reports on 
use of live polio virus vaccine at a week's confer- 
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ence sponsored by the World Health Organization 
and the Pan American Health Organization. 

However, the 61 experts conceded in a statement 
summarizing the conference discussions that prob- 
lems remain in use of the vaccine which is given 
orally. Their main concern was with “the very difh- 
cult problems in the development control and eval- 
uation of the safety and effectiveness” of the live 
vaccine, They also recognized that “the use of a 
product that spreads beyond those originally vacci- 
nated represents a radical departure from present 
practices in human preventive medicine.” 

An advisory committee of the U. S. Public Health 
Service recommended a fourth shot of Salk polio 
vaccine as routine for children and adults under 40 
years of age. The report also said that Salk vaccine 
shots could be beneficial for persons over 40 but was 
“less urgent” because they had polio less frequently 
than younger people. 

Surgeon General Leroy E. Burney of the Public 
Health Service also issued an urgent warning that 
tragic polio outbreaks might occur this year if com- 
munities didn’t push polio vaccination campaigns. 


Relative Value Units 


The Medical Society of the District of Columbia 
adopted a relative value scale of fees expressed in 
units rather than dollars. The basic unit of 1.0 is 
a routine office visit. The other relative values for 
medical services are multiples of the basic unit. For 
example—an appendectomy, 30 units; allergy skin 
tests, 2.0 units per 10 tests with a maximum of 15 
units for multiple tests; anesthesia, first half-hour or 
any fraction thereof, 4.0 units. 

It is not mandatory that the District Medical Soci- 
ety members charge fees conforming to the relative 
value scale. It was designed to show the relative 
value of a physician’s services, particularly for health 
insurance purposes. 

The A.M.A. House of Delegates unanimously ap- 
proved last year the study of relative value scales by 
state medical societies, 


Smart Drivers Use Seat Belts 


Seat belts cut injuries more than half. Seat belts are 
important personal protection equipment. Like the 
hard hats, safety glasses and hard-toe shoes used in 
industry, seat belts help decrease the severity of acci- 
dental injury or prevent injury when accidents occur. 

The findings of Cornell University’s Automotive 
Crash Injury Research confirm this. Two groups of 
accidents were compared. The accidents were selected 
to make them as identical as possible in all respects 
except that the passengers in one group wore safety 
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belts. In the group without belts, the frequency of 
injury was 75.5 per cent. The frequency of injury 
among those with seat belts was only 29.9 per cent— 
a statistical difference for 60.4 per cent. 


How Do THEY Work 


In many ways the human body is remarkably dur- 
able. It can survive far greater jolts than are experi- 
enced in most auto crashes, provided it does not strike, 
or is not struck by, some hard or sharp object. Col. 
John P. Stapp, director of the Air Force Aero Medical 
Field Laboratory, has subjected himself to crash stops 
from 632 m.p.h. to 0 in 1.4 seconds. To get the same 
effect, you would have to drive an automobile at 120 
m.p.h. into a brick wall. 

Col. Stapp suffered no disabilities because he was 
held in his seat by safety belts. He survived, as many 
car drivers with seat belts do, by coming to a com- 
paratively gradual stop. 

When a car crashes, the motorist without a seat 
belt to stop him flies forward at unreduced speeds— 
for a split second still uninjured—until he hits some- 
thing solid. This is the impact that kills and maims. 
It is the violence of the reduction in speed, not the 
speed itself, which kills. Thus, even low speed col- 
lisions can produce high deceleration rates. Seat belts 
help prevent injury by letting you slow down and 
live. 

Wuo Says? 


The American Medical Association, the Public 
Health Service and the National Safety Council, 
among others. Existing safety programs must continue 
to be strengthened because the best insurance is not 
to have an accident in the first place. But the seat belt 
is the best self-help now available to cut the toll of 
dead and injured—if an accident does happen. 

Choosing a seat belt need not be a problem, if the 
buyer insists on an approved belt that measures up 
to the safety belt standards set by the Society of Auto- 
motive Engineers. These S.A.E. standards cover such 
matters as breaking strength, ease of releasing buckle 
and resistance to abrasion and corrosion. 

See that the belt is installed according to the manu- 
facturer’s instructions that come with the belt. The 
most practical style of belt fastens across the lap, with 
the belt securely anchored to the floor pan of the car 
frame just behind the seat. A frame rail of cross 
member provides the most reliable anchorage, be- 
cause the sheet metal of the floor may be weakened 
by rust or corrosion. However, the belt ends can be 
fastened to the car floor with safety if the floor pan is 
in good condition and the recommendations for in- 
stallation are followed. 


By despising himself too much a man comes to be 
worthy of his own contempt.—Frédéric Amiel 
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Dr. D. C. Chaffee, Abilene, will turn his office 
and practice over to Dr. Donald C. Rorabaugh this 
month. Doctor Chaffee, who has practiced in Abilene 
since 1946, is going to Topeka where he will be at 
the VA Hospital. 

Doctor Rorabaugh, a graduate of Kansas Univer- 
sity, is completing his interneship at Wesley Hos- 
pital in Wichita. He will specialize in general prac- 
tice. 


Dr. E. B. Winchester announced the removal of 
his offices from Mulvane, to Wichita. Doctor Win- 
chester and his family moved to Mulvane in 1957; 
prior to that time he had been attached to the med- 
ical staff at St. Joseph’s Hospital. 


Dr. D. B. Fuller, Lindsborg, announced last 
month that Dr. Gerald L. Starkey will become an 
associate im private practice with his office next 
month. Doctor Starkey is a graduate of the Fort Hays 
State College, where he earned his B.A. degree. He 
attended the University of Kansas where he graduated 
with the degree in medicine. He is a native of Cul- 
lison, Kansas, 

For the past two years he has been with the 
United States Public Health Hospital in Anchorage, 
Alaska. 

Doctor Fuller first started his practice in Marquette, 
and then moved to Lindsborg a couple of years ago. 


Hays is to have a new doctor—Dr. R. E. Bula, 
from Lyons, will move to Hays in September. Doctor 
Bula has been in practice at Lyons for a good many 
years. 


Dr. Charles Pokorny of Halstead, a member of 
the Hertzler Clinic staff, has been re-elected governor 
of the American College of Chest Physicians. A 
recognized authority in the field of chest therapy and 
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treatment, Doctor Pokorny had served two terms as 
governor for this state. 


Dr. Henry J. Dick, a former Emporian, will be- 
gin practice in Burlington this month. He is a grad- 
uate of the University of Kansas Medical School, and 
has served his interneship at St. Joseph’s Hospital in 
Kansas City, Missouri. 


Dr. Joseph R. Henning, Ottawa, has been ap- 
pointed Franklin County Health Officer. Doctor 
Henning replaces Dr. Harry Ricketts, who resigned 
about two months ago. Doctor Henning’s new health 
office appointment began this month. 


Dr. Jack Rowlett, Paola, will leave this month to 
spend a year training in internal medicine with Dr. 
Mark Dodge and Dr. Arthur Robinson in Kansas 
City. 


Dr. Rex Stanley recently returned to the Miami 
County Clinic, after spending two years training in 
surgery at St. Margaret’s Hospital, Kansas City. 


Dr. L. C. Hays, of Cedar Vale, has been appoint- 
ed by Governor Docking to the Advisory Commission 
Sanatorium, succeeding Dr. M. T. Palmer, Scott City. 


Dr. Vernon E. Wilson, who has been Acting 
Dean of the Kansas University School of Medicine 
since May 15, resigned last month to become Dean 
of the School of Medicine and Director of the Med- 
ical Center at Missouri University at Columbia. 

Dean Wilson will remain in his present post until 
the return of Dean W. Clarke Wescoe, who is on 
leave on a teaching and research fellowship at the 
University of the Philippines in Manila. 
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Dean Wilson has been the Assistant Dean of the 
K.U. Medical School. He will assume the Missouri 
deanship on November 1. 


Drs. Alfred Paul Bay, Karl Targownik, Roland 
Filippi, Paul Feldman, Ernesto Lis, Dean Collins, 
Thomas Clanon, Barbara Bliss, Ronald Chen, 
Erwin Rothrock, James Levy, and Kenneth Dur- 
fee, all attended the annual meeting of the American 
Psychiatric Association held at Philadelphia. At the 
meeting, Doctor Bay was appointed chairman of 
the Section on Mental Hospitals for the annual meet- 
ing of the A.P.A. 


Dr. Edward Greenwood, Topeka, spoke before 
the National Congress of Parents and Teachers in 
Denver, Colorado, recently. His subject was ‘‘Inter- 
relationship Within the Home.’ Doctor Greenwood 
also attended a meeting on the juvenile delinquency 
program in Bethesda, Maryland. Drs. D. B. Foster, 
Joseph Stein, and John Segerson were auditors at 
the American Neurological Association meeting in 
Atlantic City last month. 


Dr. Bernard Hall, Topeka, participated in a guid- 
ance and counselling workshop entitled ‘Helping the 
Adolescent to Grow—lIntellectually, Spiritually, Emo- 
tionally and Socially,” in Salina. 


“The Community's State in Its Mental Health 
Program,” was the subject Dr. Erwin Kartus, To- 
peka, spoke on before the Boone County Asscciation 
for Mental Health in Columbia, Missouri. Doctor 
Kartus has left the Menninger Foundation in Topeka 
and has entered private practice in Kansas City, 
Missouri. 


The Topeka-County Commission recently appoint- 
ed Dr. Darrell J. Weber to the City-County Ad- 
visory Board on Health for a three-year term. He 
succeeds Dr. Robert Braunsdorf, whose term ex- 
pired in May. 


Dr. Carl K. Zacharias has recently joined the 
Dodge City Medical Center. He and his family came 
from Wichita where he has been taking postgrad- 
uate work at St. Francis Hospital for the last seven 
years. 

Dr. and Mrs. Zacharias came to the United States 
from their native Germany in 1952, and are natural- 
ized citizens. Doctor Zacharias’ home-city was Ham- 
burg, and his undergraduate medical work was at 
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Goettingen University. He specializes in orthopedic 
surgery. 


Dr. Robert F. Shaw, Claflin, moved his office to 
Hoisington last month. He has recently built a new 
clinic building in Hoisington where he will establish 
his practice. 


Dr. E. T. Gersson plans to open a new office 
building in Atwood in September. Drs. Robert F. 
Shaw and Robert J. Unrein also plan to move into 
new quarters soon at Hoisington. 


Dr. William J. Collier and Dr. Guy E. Finkle, 
McPherson, have recently announced that they have 
a new associate. He is Dr. J. Richard Johnson from 
Marquette. Dr. Johnson has only recently been dis- 
charged from the Air Force after serving two years 
as a medical officer at Oxnard Air Force Base in 
California. He is a graduate of University of Kansas 
Medical School. 


Dr. K. M. Rottluff, Bonner Springs, received an 
eulogy from the local Rotary club recently for wind- 
ing up 25 years of service as a physician in this com- 
munity. 

He and his wife are planning to resettle at New- 
port, Oregon. He was also recognized for 100 per 
cent attendance of the civic club for a total of 1,100 
meetings in 23 years. 


The Kansas Wing of the Flying Physicians of 
America met recently at Manhattan. Nine physicians 
dropped in out of the blue and lunched together for 
more than an hour. The arrangements for the meet- 
ing were made by the Wing’s secretary, Dr. C. F. 
Taylor, Norton. After the combination breakfast, 
lunch, and chit-chat, the group was treated to a spe- 
cial tour of the new Tuttle Creek Dam by members 
of the local Chamber of Commerce. 

Several of the doctors brought their wives and one 
his two sons. Attending the fly-in at the Manhattan 
airport were: Drs. L. C. Hays, Cedar Vale; J. W. 
Koons, Liberal; L. W. Bauer and wife and sons, 
Smith Center; R. O. Brown and wife, Atchinson; 
L. N. Speer, Ottawa; G. W. Fields and wife, Scott 
City; C. F. Taylor and wife, Norton; W. C. 
Schwartz, Manhattan; and Mr. D. F, Whaley and 
wife, Topeka. 

The Wing has several of these fly-in meetings each 
year, and the more than 50 Kansas members also par- 
ticipate in the national association’s cross-country 
events, the next of which will be held in Oklahoma 
in September. Any flying doctor interested in par- 
ticipating contact Dr. Taylor. 
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SOCIETIES—CurRENT ACTIVITY 


A concentrated one day clinical course in dermatol- 
ogy will be conducted by Dr, Clayton E. Wheeler, 
Department of Dermatology, University of Virginia, 
in Wichita on November 15. The course is designed 
around the demonstration of illustrative cases using 
confusing cases to clarify the differential diagnosis. 
Only one lecture, the schematic plan for establishing 
a diagnosis, will be given. The course will be 
eminently practical, repeatedly emphasizing the steps 
taken in making a diagnosis and the principles of 
treatment. This clinical course in dermatology will 
be conducted at the Sedgwick County Medical Society 
Building and will be sponsored by the Midwest Medi- 
cal Research Foundation. 


The Wyandotte County Medical Society was 
recently commended by the Joint Board of Heaith of 
Kansas City and Wyandotte County. The commenda- 
tion was for the help its members rendered in as- 
sisting the department in administering polio shots. 
Working on the team, the society helped make it 
possible for the department to administer an average 
of from 500 to 600 shots daily. 


A special polio immunization clinic sponsored by 
the Neosho County Medical Society was held re- 
cently as a result of the recent outbreak of polio cases 
in that area. Approximately 750 children received 
shots forming a line of parents and children for 
four blocks outside the clinic. 


The Leavenworth County Medical Society has 
recently appointed a committee to investigate a prob- 
lem which made headlines in their local newspapers 
regarding the handling of violent mental patients. 
This committee submitted a report to the Leaven- 
worth County commissioners suggesting various ways 
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to handle seriously disturbed patients such as con- 
fining those of more disturbed nature to a county 
home. 


Dr. Paul Williamson of Houston, Texas, was a 
guest of Dr. Y. E. Parkhurst, Belle Plains. Doctor 
Williamson has become quite well known as the 
author of several medical books, the latest concern- 
ing the overseas medical placement program. Doctor 
Williamson spoke at the South-Central Tri-County 
Medical Society’s meeting at Harper last month. 

He resides on his boat, ‘““The Down,’ located in 
the Gulf of Mexico. 


The Golden Belt Medical Society held a meet- 
ing last month at the Manhattan Country Club in 
Manhattan, Kansas. The program consisted of a 
panel discussion on “A Community Approach to 
Juvenile Problems.” Dr. Stuart Averill was moderator. 
He is the medical director of the Boys’ Industrial 
School, Topeka, Kansas. Others on the panel were 
E. J. Phares, Clinical Pathologist, Kansas State Uni- 
versity; John E. Dieter, Probate Judge, Dickinson 
County; Gerald Ponpon, Police Department Investi- 
gator, Junction City; G. Harris Collingwood, Rector, 
Episcopal Church, also from Junction City. Refresh- 
ments were served and the dinner was held at the 
Country Club. The Golden Belt Society was guest of 
the Riley County Medical Society. The Golden 
Belt Medical Society was organized in 1889. 


The Rush County Medical Society held a polio 
clinic at the Rush County Memorial Hospital last 
month. 

The clinic was expressly for certain pre-school and 
public school children. 
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Obituaries 


F. Smit, M.D. 


Dr. Clyde Smith, pioneer Rossville doctor, 
passed away at his home June 15. Doctor Smith 
was 77 years old and was born in Edina, Mis- 
souri, in 1881. Doctor Smith practiced med- 
icine for more than half a century (53 years) 
in Willard and Rossville. He retired from ac- 
tive practice a few months ago. He graduated 
from Keokuk Medical College of Physicians 
and Surgeons in Keokuk, Iowa, in 1905, and 
came to Willard to establish a practice. Shortly 
thereafter, he moved to Rossville, where he 
remained the rest of his life. Besides his son, 
Dr. Orval Smith, of St. Marys, he is survived 
by his wife and daughter, a brother, and two 
sisters, He has been a member of this Society 
since 1933. 


Joun W. McGuire, M.D. 


Dr. John W. McGuire, 79, Neodesha doctor, 
passed away at his home July 16 from a heart 
attack. He had not been ill previously. 

Dr. McGuire was a native of Kentucky and 
was born at Mt. Sterling, Ky. in 1880. He came 
to Kansas in 1888 and started practice in Neo- 
desha in 1905. He was active in many Civic 
affairs and was vice-president of the First Na- 
tional bank of Neodesha and a member of its 
board. In addition to his practice he had been 
in the banking business for the last 30 years. 

Dr. McGuire was former chief of staff of 
the Wilson County hospital and past president 
of the county medical society. Four years ago 
he celebrated his 50th year in the medical pro- 
fession. He was the first president of the local 
Lions Club, and was a member of several 
Masonic orders. 

His survivors include his wife, two sons, 
Robert W. and John W., Jr., and a sister. 


J. N. Carter, M.D. 


Dr. John N. Carter, a practicing physician 
in Anderson and Franklin counties for thirty 
years, died of a heart attack in his Garnett 
office Friday, June 26. 

Dr. Carter was born near Skidmore, Mis- 
souri, on October 29, 1899. He took his under- 
graduate work at the University of Missouri 
and his medical work at Northwestern near 
Chicago. He moved to Garnett and started 
practice in 1929. In 1949 he moved to Ot- 
tawa. He is survived by his widow, a son, Wil- 
liam E. Carter, and a daughter, Mrs. Virginia 
Carter Rock. 

He has been a member of the Society since 
1933. He was also a member of the Franklin 
County Medical Society. 


WALTER O. QuiRING, M.D. 


Dr. Walter O. Quiring, 72, formerly a 
Newton resident, died July 3, at Hutchinson 
hospital after an illness of six weeks. 

Dr. Quiting was born in 1887, in Newton, 
and has lived in Hutchinson for 35 years. He 
was associated with the Gage-Hall Clinic be- 
fore establishing his own office. 

He was a member of the First Presbyterian 
Church, Rotary, and the Reno County Medical 
Society, and he was a veteran of World War I. 

His survivors include his widow; a daugh- 
ter, Mrs. Richard E, Orr, of Idaho; a son, 
Walter O. Quiring, Jr., of Hutchinson; one 
sister; and two brothers. 

He became a member of this Society in 1933. 
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The Southwestern Surgical Congress announces its 
Second Annual Essay Contest. 

The Contest is open to internes, residents, and 
M.D.’s in active training in general surgery or the 
surgical specialties, who have been in private prac- 
tice no more than three years beyond completion of 
resident, interne, and postgraduate training. Eligibility 
is further restricted to those individuals who are 
within the geographical confines of the Southwestern 
Surgical Congress. 

The subject material for the competitive essays 
shall be either pure investigative or scientific research, 
or clinical research and investigation, which shall 
consist wholly or largely of the essayist’s contribu- 
tions. The work is intended to encourage original 
study and investigation on the part of the essayist 
himself. 

The first prize will be $300, second prize $200, and 
third prize $100. The essayists whose papers are se- 
lected to be read will be the invited guests of the 
Southwestern Surgical Congress at the Twelfth An- 
nual Meeting in Las Vegas, Nevada, March 28, 29, 
30, 31, 1960, this to include the essayists’ wives. This 
includes lodging, meals, and the social functions of 
the organization, but does not provide transportation 
to and from the meeting. 

Interested persons please contact John A, Grow- 
don, M.D., 1324 Professional Building, Kansas City, 
Missouri. 


Two intensive two-week postgraduate courses in 
general surgery will be provided by the United States 
Section, International College of Surgeons, in coop- 
eration with the Cook County Graduate School of 
Medicine. One will begin August 3 and the other on 
November 2. 

The course will be presented at the graduate school 
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and in the wards and operating rooms of the Cook 
County Hospital. The program will be under the 
supervision of the hospital’s surgical staff and will 
include illustrated lectures, motion pictures, anatomy 
demonstrations, operative clinics, and practice sur- 
gery by the participants on anesthetized dogs. 

Consideration will be given to surgical technic, 
surgical complications, and management of the sur- 
gical patient, as well as to intensive review of the 
basic sciences in relation to clinical surgery. The 
course will comprise 78 hours of instruction, includ- 
ing 20 hours of surgical anatomy on the cadaver. 
Tuition is $150. Participants will be eligible for 
formal (category I) credit from the American Acad- 
emy of General Practice. 

Applications should be addressed to Mr. John W. 
Neal, registrar, Cook County Graduate School of 
Medicine, 707 South Wood Street, Chicago 12, or 
to Dr. Ross T. McIntire, executive director, Interna- 
tional College of Surgeons, 1516 Lake Shore Drive, 
Chicago 10. 


The Institute of Industrial Health of the Univer- 
sity of Cincinnati announces that the fourth biennial 
course of instruction in Occupational Skin Problems 
will be given during the week of October 26-30, 
1959. It will be presented by the. Department of 
Preventive Medicine and Industrial Health, Univer- 
sity of Cincinnati, in collaboration with the Occupa- 
tional Health Program of the United States Public 
Health Service, and the Department of Dermatology 
of the University of Cincinnati. The objective of this 
course is to give physicians a greater understanding 
of cutaneous problems of occupational origin. 

The program will be divided into daily sessions, 
consisting of morning lectures and clinical demon- 
strations, afternoon field instruction in industrial 
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plants, and evening panel discussions. The didactic 
presentations will include a review of the anatomy, 
physiology, and chemistry of the skin. Detailed con- 
sideration will be given to the etiology, diagnostic 
evaluation, and treatment of occupational dermatoses, 
as well as specific measures for prevention and con- 
trol of these problems, Current concepts regarding 
cutaneous cancer, allergic reactions and medicolegal 
problems will be discussed. 

Physicians interested in attending the course should 
write for an application blank to Secretary, Institute 
of Industrial Health, The Kettering Laboratory, Eden 
and Bethesda Avenues, Cincinnati 19, Ohio. Early 
application is advised since attendance will be lim- 
ited. 


The 45th annual Clinical Congress of the Amer- 
ican College of Surgeons will be held in Atlantic 
City, New Jersey, September 28 through October 2, 
1959. 

More than 10,000 Fellows of the College and guests 
from all over the world will gather to fulfill the 
purposes of this Congress: to discover, to inform, and 
to learn. In keeping with the philosophy of the Col- 
lege that the qualified surgeon never stops extending 
his knowledge and skills, this meeting will present 
surgical developments through a wide variety of 
programs, including nine postgraduate courses, panel 
discussions, symposia, research reports, motion pic- 
tures, color closed-circuit telecasts frorn Bellevue Hos- 
pital in New York, cine clinics, and scientific and 
industrial exhibits. 


The University of Nebraska College of Medicine 
will offer the first of a ten course series of postgrad- 
uate programs September 28, 29 and 30. Dr. Enrique 
Cabrera, of the Institute of Cardiology in Mexico 
City, will team with Dr. Eugene Lepeschkin of the 
University of Vermont to present the three day course 
in Advanced Electrocardiology. The course fee will 
be $50. Application should be made to: Office of 
Medical Extension, University of Nebraska College 
of Medicine, 42 and Dewey, Omaha 5, Nebraska. 


Free Choice of Physician 


More than three-fourths of the population of the 
United States want to choose their own doctor. In 
addition, they want to assume all or part of the 
responsibility for paying their doctor bills. 

These were among the findings in a survey con- 
ducted among a sampling of the adult general popu- 
lation by Opinion Research Corporation for the 
American Medical Association. 


The purpose of the study was to explore attitudes 
about the choice of physicians. 

The study also showed that: 

Eighty-eight per cent of the population believe 
the right to see the same doctor regularly is of vital 
importance. 

Eighty-nine per cent believe that medical care in 
this country has improved over the past 20 years. 
Half of these persons ascribe the improvement to 
more and better research and advances in medical 
science. 

Seventy-six per cent of the people said they wanted 
to choose their own physicians; 13 per cent saw no 
difference in whether they or someone else chooses 
their physician; 8 per cent preferred to have someone 
else choose, and 3 per cent had no opinion. 

In answer to further questioning, 93 per cent of 
those surveyed felt that free choice would give them 
more confidence in the doctor; 84 per cent thought 
doctors would take a more personal interest in them, 
and 79 per cent believed they would have less trouble 
getting the doctor to make a home call. 


City children lost 9 days from school, on the aver- 
age, as a result of illness and injury; rural non-farm 
children lost 7.8 days; and farm children lost 7.3 
days. However, farm children 15 and 16 years of 
age lost about 10 days frorn school as compared to 
6.5 days lost by urban children of these ages. 


NEW MEMBERS 


Dr. Kenneth E. Bickfcrd Dr. Robert P. Hudson 
Atwood K. U. Medical Center 
39th and Rainbow Blvd. 


Dr. George L. Curran Kansas City 12 


K. U. Medical Center 
: Dr. John E. Johnson 
39th and Rainbow Blvd. Bethany Hospital 


Kansas City 12 51 N. 12th Street 


Kansas City 
Dr. Henry J. Dick, Jr. 
410 Neosho Dr. Earl D. Merkel 
Burlington Shields Building 
Russell 


Dr. John D. Foret 

K. U. Medical Center 
39th and Rainbow Blvd. 
Kansas City 12 


Dr. H. Douglas Miller 
737 E. Crawford 
Salina 


Dr. James W. Rentfrow, Jr. 


Dr. Donald C. Greaves 
K. U. Medical Center 
39th and Rainbow Blvd. 
Kansas City 12 


Dr. Walter F. Haith 
436 Quindaro 
Kansas City 


Dr. James J. Hamilton 
200 Sixth 
Wakeeney 


105 W. 13th Street 
Hays 


Dr. Eugene T. Siler 
107B West 13th Street 
Hays 


Dr. V. W. Steinkruger 
Phillipsburg 


Dr. Ralph N. Sumner 
712 Madison Street 
Fredonia 
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ew wide-use dosage form 


of the outstanding 
anticholinergic-antispasmodic 


PRO-BANTHINE 


TABLETS 


(HALF STRENGTH) 


Pro-Banthine (Half Strength) has been especially designed for your pre- 
scriping convenience. 

This new form provides flexibility of dosage from low levels of one 
tablet t.id. for patients with minimal distress, to one or two tablets 
every 2 ot 3 hours for those with more pronounced symptoms. 

Primary indications are gastrointestinal spasm, bladder spasm, main- 
tenance therapy of peptic ulcer and “irritable bowel” syndrome. The 
lower dosage also has a field of usefulness in smooth muscle spasm of 
children and geriatric patients. 


when your prescription reads— 


FR Pro-Banthine Tablets (Half Strength) 
—the pharmacist will dispense this new size (72 mg.) 


PRO-BANTHINE (brand of propantheline bromide) 


Pro-Banthine tablets (15 mg.) 
Dosage forms: Pro-Banthine tablets (Half Strength) (742 mg.) 
Pro-Banthine ampuls (30 mg.) 


G. D. Searle & Co., Chicago 80, Ill. Research in the Service of Medicine. 
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ACHROMYCIN OINTMENT 3% 
ACHROMYCIN OINTMENT 3% WITH HYDROCORTISONE 2% 


For infectious dermatoses. Unsurpassed broad-spec- For inflammatory dermatoses. Classic corticoid sup- 
trum control of causative organisms and complicating pression of erythema, swelling, weeping, pruritus .. 
mixed invaders. Excellent local toleration; low sensitiz- plus ACHROMYCIN control of pyogenic or subclinical 
ing potential. in ¥2 oz. and 1-0z. tubes. secondary infection. In 5 Gm. tube. 


Lederle 
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ADVERTISEMENTS 


Clinical findings in 900 patients 
show the 

selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 
e more than half of these patients suffered from moderate 
to severe hypertension 


¢ more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


Nasal co 


posace: Initially, 1 to 2 tablets (1 to 2 mg.) daily. 
suppLieD: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
Samples available on request. Write to CIBA, Box 277, Summit, N.J. 


(syrosingopine CIBA) 


CIBA 


SUMMIT, N.d. 


2/2687" 


remember 


Serpasil’ 


(reserpine CIBA) 


for the 
anxious 
hypertensive 
with or 
without 
tachycardia 


a major 
improvement 
in rauwolfia 


a major 
advance in 
antihypertensive 
therapy 
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ADVERTISEMENTS 


CHOICE THERAPY 
FOR THE “OLDER™ 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


R Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those 
who usually cannot tolerate more potent drugs. 


Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, % gr. Dosage: 1—2 tabules t.i.d., preferably 


2 hours after meals. 
*Carotid Sinus Reflex 


Meiabep co. + DECATUR, ILLINOIS 


. . . Time-tested flavor that children love, plus 
the tested effectiveness and safety of KyNex. 
Just one dose sustains plasma-tissue levels for 
24 hours. Sensitivity reactions and renal toxicity 
are rare in recommended doses. Highly econom- 
ical regimen . . . easily administered and easily 
remembered by the mother. 

Indicated whenever sulfas are indicated 


ACETYL PEDIATRIC SUSPENSION 


N! Acetyl Sulfamethoxypyridazine 

Rec nded dosage: First-day dose is 1 teaspoonful (250 mg.) 
for each 20 Ibs. body weight up to 80 Ibs. For each day thereafter, 
¥Y% teaspoonful for each 20 Ibs. For 80 lbs. and over, use adult 
dosage of 4 teaspoonfuls (1.0 Gm.) initially, and 2 teaspoonfuls 
(0.5 Gm.) daily thereafter. Administer after a meal. 

Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfa- 
methoxypyridazine activity. Bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES ZED) 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 
and “heartburn” to severe hemorrhagic gas- 
tritis..-'° Studies performed in conjunction with 
gastrectomy’ and gastroscopy? have shown 
insoluble aspirin particles firmly adherent to 


the gastric mucosa and imbedded between . 
rugae. Reactions varying from mild hyperemia 
to erosive gastritis have been reported to occur 
in the areas immediately surrounding these 
adherent particles.?+5 This is reported to be 
particularly true in patients with peptic ulcer. 


CALURIN is the freely soluble, stable calcium aspirin complex. its 
high solubility forestalls gastric irritation or darnage 


Regular aspirin crystals 24 hours 
after being mixed into water. 


Calurin crystals in solution one min- 
ute after being mixed into water. 


4 
> 
“4 


ALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Particle-induced ulceration — section through lesion 
found in gastrectomy specimen. An aspirin particle was 
found firmly imbedded in this undermined erosion. Such 
lesions may be associated with the relative insolubility 
of aspirin, which remains in particulate form after 
dispersion in gastric contents. 


— CALURIN 
— ASPIRIN 


Calurin, being freely soluble, is promptly available for 
absorption into the systemic circulation. Salicylate 
blood levels in 12 subjects receiving both Calurin and 
plain aspirin were found to rise more than twice as high 
within ten minutes following Calurin. Also, these levels 
persisted higher for at least two hours."! 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 


long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, anti- 


pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the 


night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) 
of acetylsalicylic acid. For relief of pain and fever in adult 
patients, the usual dose of Calurin is 1 to 3 tablets every 4 
hours, as needed; in arthritic states, 2 or 3 tablets 3 or 4 times 


daily; in rheumatic fever, 3 to 5 tablets 4 or 5 times daily. 
For children over 6 years, the usual dose is 1 tablet every 
4 hours; for children 3 to 6 years, 42 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic 
observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 3. Editorial Comments: The effect of 
acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 
5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 
33:616, 1957. 7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, 
Calif., June, 1958. 8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: 
Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin plain and 
buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid or calcium 
acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharmacology, Geo. Washington Univ. School of Medicine, 


Washington, D. C., Sept. 5, 1958. 


FTRADEMARK 


SMITH-DORSEY -« a division of The Wander Company « Lincoln, Nebraska 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE — ANYTIME 


Just a “poof” of fine NIZ spray 


brings relief 1n SECONDS, FOR HOURS 


Z 
NASAL SPRAY 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 

— dependable vasoconstrictor 


and decongestant, 
Thenfadil® HCl, 0.1% Supplied in leakproof,~><». 
— potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. “SQ 
Zephiran® Cl, 1:5000 =a 
— antibacterial wetting 


agent and preservative. 


(| LABORATORIES 
New York 18, N. ¥. 
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ADVERTISEMENTS 


For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


é @ Combines the anti- 
inflammatory effect 
of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


O1nTMENT: Tubes of % oz. and }4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 
Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


7 7 4 


OINTMENT: Tubes of % and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 


NEW Lotion: Plastic squeeze bottles of 20 cc. 
Powpenr: Shaker-top bottles of 10 Gm. 


Offers combined anti- 
biotic action for treating 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of % 0z., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y, 


TE 


38 
, 
& 
: 
: 
4 
— 
5 
5 


| 


Here 
can expect 
prescribe 


case profile no. 2758* 


A middle-aged man had intermittent 
low back pain attributed to injuries re- 
ceived in an automobile accident three 
years ago. The pain radiated down both 
legs, making the patient walk bent over. 
He also had difficulty in getting out of 
bed and had to pull his knees up and 
roll out. Any heavy lifting precipitated 
a new attack, and he tired easily. 

Findings on x-ray of the thoracic 
and lumbar spine were negative. All 
other laboratory studies were within 
normal limits. A herniated disc, though 
still a possibility, was temporarily ruled 
out by the neurologic examination. Pre- 
vious treatment consisted of analgesics, 
steroids (without success), and nar- 
cotics during severe attacks. 

On a dosage of Trancopal, 100 mg. 
t.i.d., this patient is able to walk around 
almost normally and carry on his regu- 
lar activities as long as he does not 
overdo. He has received Trancopal for 
over seven months with excellent relief 
of symptoms. There have been no side 
effects. 


*Clinical Reports on file at the Department of 
Medical Research, Winthrop Laboratories. 


what you 


when you 


THE FIRST TRUE TRANQUILAXANT-. 
rancopal 


case profile no. 3347* 


A 35-year-old housewife had a history 
of severe dysmenorrhea and premen- 
strual tension. Menarche occurred at the 
age of 14. She is a gravida 2, para 1. Her 
menstrual cycle is fairly regular, and 
previous medical history indicates no 
apparent abnormalities. Findings on 
pelvic examination were negative. Severe 
tension and irritability routinely oc- 
curred from two to seven days before 
and during menstruation. Cramping was 
experienced for all three days of the men- 
strual period. Analgesic preparations 
provided limited symptomatic relief. 

Trancopal, 200 mg. t.i.d., was 
prescribed for dysmenorrhea. It not 
only has relieved the severe cramping, 
but has provided a welcome relief 
from the irritability accompanying it. 
Because of these excellent results, Tran- 
copal also was prescribed for her tense- 
ness during the premenstrual period 
with a most gratifying response. 

This patient has successfully re- 
mained on the above regimen for over 
six months without adverse effects. 


Turn Page for Complete Listing of Indications and Dosage 
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vf; THE FIRST TRUE TRANQUILAXANT 
/ 
rancopal 


potent muscle relaxant 


effective tranquilizer 


s In musculoskeletal disorders, effective in 91% of patients.! 
In anxiety and tension states, effective in 88% of patients. ! 


= Low incidence of side effects (2.3% of patients). Blood 
pressure, pulse rate, respiration and digestive processes 
unaffected by therapeutic dosage. No effects on 
hematopoietic system or liver and kidney function. 

e No gastric irritation. Can be taken before meals. 


# No clouding of consciousness, no euphoria or depression. 


Indications: 
Musculoskeletal : Psychogenic: 

Low back pain (lumbago, etc.) | Anxiety and tension states 
Neck pain (torticollis, etc.) Dysmenorrhea 

Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 

Osteoarthritis Angina pectoris 

Disc syndrome Alcoholism 

Fibrositis 

Ankle sprain, tennis elbow, etc. 

Myositis 


Postoperative muscle spasm 


W 
irancopal Caplets 


100 mg. (peach colored, scor bott f 


Dosage: Adults, 100 or 200 mg. orally three 
or four times daily. Relief of symptoms occurs in fifteen 
to thirty minutes and lasts from four to six hours. 


1. Collective Study, Department of Medical Research, Winthrop Laboratories. 


LABORATORIES 
New York 18, New York 


! 
/ 
% 
if 
ya 
Trancopa! (brand of chlormezanone) and Caplets, trademarks reg. U.S Pat. Off. Printed in U.S.A. 6-59 (1385M) ae Fi ee | 


there’s no delay the G.E. way 


Dealing with General Electric is like 
owning your own complete warehouse 
of x-ray supplies. You get fast action 
on every order from any of 68 strate- 
gically located factory-operated offices, 

No need for “scatter-buying” from 
several different sources. Get every- 
thing you need by “shopping” the 
complete selection of products listed 
in the G-E X-Ray Supply and Acces- 
sory Catalog. 

For complete details contact your 
G-E X-Ray representative listed below. 


Progress 's Our Most Importent Product 
GENERAL ELECTRIC 


DIRECT FACTORY BRANCH 


KANSAS CITY, MO. 
706 Westport Rd. . JEfferson 1-3505 


EXAMPLE: 


Continuous cash savings — with G-E 
SUPERMIX® film processing chemicals, 
today’s lowest-priced quality solutions. 
Convenience packaged, too, in tough, 
knock-about plastic containers—developer, 
fixer, refresher and fixer-neutralizer in 
graduated polyethylene bottles that mix a 
gallon. (And so lightweight they’re a joy 
to handle.) 
RESIDENT REPRESENTATIVES 


TOPEKA 


J. W. HELLER 
710 Pk. Lane « Phone 6324 


WICHITA 


F. C. LISCUM 
2418 Wilma « Phone 7-1053 


-tra value x-ray su ies 
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(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 


tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 2 
drop in blood pressure over a period of two to three weeks. This may be all the / 
therapy some patients require. : 


Add or adjust other agents as required: HyoroDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of . ; 
other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated : 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must-be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


4 


Supplied: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 


HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


mOo MERCK SHARP & DOHME, Dwision of Merck & Co., Inc., Philadelphia 1, Pa, 
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ae in obesity 
bring the...MOOD UP 


WEIGHT DOWN 
xeep BLOOD PRESSURE LEVEL 


with 


QUADAMINE 


Quadamine GRANUCAPS® provide uniform and sustained therapeutic 
response. No excitation or sedation. Elevates the mood, protects against 
nutritional deficiencies, promotes activity and depresses the urge to eat. 


Each GRANUCAP® (Sustained release) capsule centains: 


Dextre Amphetamine Sulfate 15 mg. Vitamin C 30.0 mg. 
Ameobarbital 45 mg. Ferrous Sulfate 20.0 mg. 
Vitamin A 6,600 Units Cobalt Sulfate 0.49 mg. 
Vitamin D 400 Units Copper Sulfate 2.8 mg. 
Vitamin 8-1 1.6 mg. Sedium Molybdate 0.45 mg. 
— Vitamin B-2 2.5 mg. Zinc Sulfate 3.9 mg. 
Niacinamide 15.5 mg. Potassium ledide 0.13 mg. 
Samples and information 
S.J. TUTAG & COMPANY 
weighing for TUIAG representative DETROIT 34, MICHIGAN 


metabolism experiment 
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unique refreshment of sparkling Coca-Cola 


TASTE 


SIGN OF GOOD 
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“Ae ‘comprehensive supplement to deficient. natural 
Pepsin, N.F secretion. of digestive enzymes, particularly in older 

— released in the stomach from patients, ENTOZYME effectively improves nutrition by 


gastric-soluble outer coating © 
of tablet. bridging the gap between adequate ingestion and proper 


digestion. Among patients of all ages, it has proved help: 
“released ful in chronic cholecystitis, post-cholecystectomy 
enteric- inner 
drome, ‘subtotal gastrectomy, pancreatitis, dyspepsia, 
20, Virginia food intolerance, flatulence, nausea and chroni 


Ethical since 1878 tional disturbances. 
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ADVERTISEMENTS 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


Manufacture and Fitting of 
Orthopedic Braces and Surgical 
Appliances Is Our Business 


Factory service with graduate fitters and 
certified orthotist with over 60 years of ex- 
perience to serve Doctor and Patient. 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


P. W. HANICKE MFG. CO. 
1009 McGee St. Vi 2-4750 
KANSAS CITY, MO. 


Are You Getting Your Journal 
Regularly? 
If Not... 
Have You Notified the Society’s 
Executive Office of Your New Address? 
Send all changes of address to: 


THE KANSAS MEDICAL SOCIETY 
315 W. 4th Street 
Topeka, Kansas 


‘FROM THIS} TO THIS 


How to Replace an Out-dated Office 


Are you handicapped in your practice by offices left over from the horse and buggy 
days of medicine? Many doctors are, you know — simply because their communities 


lack the modern medical housing they need. 


If you are faced with this situation, you probably have started planning toward a new 
clinic or office unit. In doing so, however, you may encounter such problems as specific 
planning and financing of a medical practice building. 


Problems such as these are a specialty of the Mortgage Loan Department of Farmers 
& Bankers Life. During the past twenty years, we have made a number of first 
mortgage loans to doctors throughout Kansas, for construction of their new office 
buildings. We shall be glad to consult with you. 


Mortgage Loan Department 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE, WICHITA 
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ADVERTISEMENTS 


day and night—ulcer control with B.I.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 


Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, and other gastroin- 
testinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 


st71G) et al.: Presented at Fa eeting, Amer, Soc. Pharmacol. 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 


Brooklyn 6, New York 6:423 (March) 1959. “Trademark 
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she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY CLedterte) 
Pearl River, New York 
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ALL THE NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, RENTAL 
q FLOWMETERS, CATHETERS, MASKS, CANNULAS—IuCLUDING HIGH OR 
UCK DELIVERY SERVICE THROUGHOUT KANS 
KANSAS OXYGEN, INCORPORATED 
Please accept this invitation to visit the Kansas Oxygen 
Monday through Friday; other times by appointment. 


ADVERTISEMENTS 


FORMULA: 
Each 15 cc. (tablespoon) contai: 
Sulfaguanidine 2 Gm. 
Opium tincture 0.08 ce. 


(equivalent to 2 cc. paregoric) 


SUPPLIED: 


Bottles of 16 fl. oz. 
Exempt Narcotic. 


withnop LABORATORIES 
New York 18, N.Y. 


Prompt 


New RASPBERRY FLAVOR 


and pink color make POMALIN pleasant to 
take and appealing to both children and adults. 


way check of 


DIARRHEA 


TRADEMARK 


Li 


Curbs excessive peristalsis 
Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


DOSAGE: 

ADULTS: Initially 1 or 2 tablespoons from 
four to six times daily, or 1 or 2 teaspoons 
after each loose bowel movement; 
reduce dosage as diarrhea subsides. 


CHILDREN: 2 teaspoon (=2.5 cc.) per 

15 lb. of body weight every four hours day 
and night until stools are reduced to five 
daily, then every eight hours for three days. 
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ADVERTISEMENTS 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


The Journal accepts short classified 
advertising from the members of The 
Kansas Medical Society without a charge. 
These ads run in three consecutive issues 
of the Journal and are keyed with a 
correspondence number. All replies are 
forwarded immediately to the advertiser. 
Other brief classified ads are accepted 
from members of the medical profession 
only upon approval of the Editor or 
Editorial Board. 


If he needs nutritional support... 


he deserves 


Vitamin -Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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VA 


TRIAMINIC provides around-the- 
clock freedom from hay fever and 
Other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 
because of the special timed- 
release design. 


Phenylpropanolamine HCL.. 


* « respiratory allergies because it combines two 


ADVERTISEMENTS 


when pollen allergens 
attack the nose... 


Triaminic provides more effective therapy in 


antihistamines”* with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.® 
This is not enough; by the time the physician is called on to 
provide relief, histamine damage is usually present and should 
be counteracted. 


The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*:5 


TRIAMINIC is orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®:7 TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


iC 

Also available: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 


equivalent to 4 Triaminic Tablet or 4 
Triaminic Juvelet. TRIAMINIC JUVELETS 


Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
) 


Pheniramine maleate 
Pyrilamine maleate. 


for prompt and prolonged relief. 


QD noses &, and open stuffed noses oyglly 


SMITH-DORSEY ° a division of The Wander Company ¢ Lincoln, Nebraska « Peterborough, Canada 
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ADVERTISEMENTS 


they deserve 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 


AMERICAN CYANAMID COMPANY, Pearl River, New York 


relief from all 


cold symptoms 


‘Tussagesic’ 


decongestant, 
non-narcotic antitussive, 
analgetic, expectorant 


Each timed-release tablet provides: 


Triaminic® 50 mg. 
(phenylpropanolamine HCl......25 mg. 


pheniramine maleate 12.5 mg. 

pyrilamine maleate .................. 12.5 mg.) 
Dormethan (brand of dextromethorphan 

HBr) 30 mg. 
Terpin hydrate 180 mg. 
APAP (N-acetyl-p-aminopheno)) ............ $25 mg. 


Dosage: One Tussagesic tablet in the morning, 

mid-afternoon and evening, if needed 

Also, for patients who prefer liquid medication: 
TUSSAGESIC SUSPENSION. 


SMITH-DORSEY « Lincoln, Nebraska 
a division of The Wander Company 


CLASSIFIED ADVERTISEMENTS 


A board eligible internist is being sought by a growing five- 
man group. No other internist now affiliated. Central Nebraska 
location with excellent, large drawing area, new building. Very 
good salary to start, attractive early partnership. Write the 
Journav 1-659. 

For sale or rent fully equipped, new office by physician. Re- 
tiring because of health. Large practice in western Kansas 
town of 2000 with well equipped hospital and one other physi- 
cian. Write the Journat 2-659. 


AVAILABLE—Resident doctor needed to treat patients in 
emergency room and out-patient department of hospital. Good 
salary. Call MA 1-0700, Ex. 66, Kansas City, Kansas. JouRNAL 
3-659. 

G. P. Wanted—Good rural community in south central 
Kansas. Growing practice. No equipment needed. Write the 
JourNAL 4-659. 

Public Health Director, full time, for city-county health 
office. Midwest college town. Must be eligible for Kansas li- 
cense. Write the JourRNAL 5-659. 


FOR SALE: Fischer 30 amp X-Ray with fluoroscope, tank 
and cassettes. First class condition. Retiring. $500. Write the 
Journa 1-759, 

FOR SALE: General Practice established 20 years in County 
seat town with new hospital. Cost of equipment only. Write 
JourNaL 2-759. 

FOR SALE: Westinghouse 30 M A portable X-Ray in 
perfect operating condition. One 14 x 17 and one 8 x 10 
Cassette and small stainless steel developing tank. $400. Write 
the JourNAL 3-759. 

WANTED—General Practitioner: Kansas; To associate 
with a Board Certified Surgeon; Salary first year $12,000; 
percentage or partnership if desired: Open immediately; no 
investment; town 4,000; large drawing area; approved 100 
bed hospital with full time anesthetist, and certified radiologist. 
Write the Journat 1-859. 


\ 
If they need nutritional support... 
ri 
rs 
{ 
— 
= 
a 
a 
. 


ADVERTISEMENTS 


the disease of many masks 


Doctor, do you recognize this patient? She complains 
of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is “fone of the most 
widespread and serious protozoan diseases of man,” 
yet ‘‘there is no parasite more often misdiagnosed 
than is E. histolytica.’’ Conservative estimates place 
the incidence at 10% of the United States population 
as a whole, and 16% in southern states. 

Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 
tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 
nic, bismuth or iodine. 

Glarubin is administered orally in tablet form and 
does not require strict medical supervision or hospit- 
alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 
of toxicity. 

Supplied in bottles of 40 tablets, each tablet contain- 
ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


Nour Glarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IMPASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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52 ADVERTISEMENTS 


The Neurological Hospital THE LATTIMORE-FINK 
LABORATORIES 


KANSAS CITY, MISSOURI 
Topeka — _ El Dorado 


Kansas 


Fink, M.D., Pathologist-Director 
Ferraro, M.D., Pathologist 
Lattimore, M.D., Pathologist 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Keith, B.S., Chemist 


A. A. 

D. T. 

J. L. 

H. C. Ebendorf, M.T., Serologist 
A. 

L. A. Hull, A.B., Bacteriologist 
W. B. Norris, A.B., Chemist 


Prosth «ses 


Lower extremity 
amputees fitted 
for optimum 
walking comfort 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 


/ ISLE Medical Technology 


1121 Grand Avenve Containers Furnished Upon Request 


Kansas City, Mo., BA 1-0206 
.. they deserve 
Vitamin-Mineral Supplement Lederie j 
CAPSULES—14 VITAMINS—11 MINERALS 
Each capsule contains: 
5,000 U.S.P. Units 
Vitamin Biz with AUTRINIC® 3 
Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(B:)........- 5 mg. 
50 mg. 
Vitamin E (as tocopheryl acetates). ..... 10 1.U. 
I-Lysine Monohydrochloride ........ 25 mg. 
iron (as Fumarate)... 10 mg. 
Phosphorus (as CaHPQ,).......... 122 mg. 
Boron (as ........ 0.1 mg. 
Manganese (as Mn0:)........... 1 mg. 
Magnesium (as MgO) ........... 1 mg. 
Potassium (as KeSQs) 5 mg. 
LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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HELP US KEEP 
THE THINGS 
WORTH KEEPING 


You'd give him the world, if 

you could. A free and happy 

world to learn in. A world of 

peace, where he can grow 
p, free of fear. 

But peace takes more than 
wanting, these days. It takes 
a lot of doing, too. And peace 
costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money 
saved by individuals, to keep 
our economy sound. 

You can do something 
about this. Every U.S. Sav- 
ings Bond you buy helps 
provide money for America’s 
Peace Power—tohelpuskeep 
the things worth keeping. 

Why not buy a few extra, : : 


in the months to come? : } * 
Photograph by Harold Holma 


HELP STRENGTHEN AMERICAS PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S.  Soverament does not pay for this advertising. The Treasury Department thanks @ 


Advertising Council and this magazine for their patriotic donation. 
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ADVERTISEMENTS 


AVOID FRATERNIZING IN 
CLAIMANT ATTORNEYS' 
ACTIVITIES 


Le KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


Medical Appliances 


Our medical appliance department does 


expert fitting of: 


Elastic hosiery 
Breast prostheses 
Cervical braces 
Taylor back braces 
Rib belts 


Pelvic traction belts 


Dorso-lumbar supports 
Lumbo-sacral belts 
Maternity brassieres 
Maternity belts 


Trusses 


Fittings by prescription only 


Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets 


Telephone CE 5-5383 
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| sm ore Effect ive 


PREMICRONIZED FOR 
OPTIMAL 
EFFICACY. 


® 


Medihaler-ISO 
Medihaler—EPI 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 
Isoproterenol sulfate, 2.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose contains 0.06 mg. 
isoproterenol. 


Epinephrine bitartrate, 7.0 mg. per cc., sus- 
pended in inert, nontoxic aerosol vehicle. Con- 
tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, mat 
Northridge, Calif, 


. 
ng is Qui 
22% moments after either 
| capacity medinaler medic? isoproterenol, 
in the ital repin 
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“This should 


lift your spirits 


and make you 


- feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the ‘‘baby blues” . .. the convalescent 
patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 
effect of 


D lg Tablets » Elixir 
eC x am y Spansule® brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine” Tablets + Elixir « Spansule® capsules 


brand of dextro amphetamine 


() Smith Kline & French Laboratories 
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